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FOREWORD 


The  policy,  management,  and  operations  of  state  government  require 
the  application  of  constantly  updated  approaches  to  address  changing 
needs  and  priorities.  This  necessity  for  self-renewal  implies  innovations 
in  the  institutions  of  state  government,  in  their  structure,  policies,  pro- 
cedures, and  personnel. 

Many  innovations  have  occurred  in  recent  years  in  a  number  of  fields 
at  the  state  level.  However,  too  little  is  known  about  some  specific  state 
activities  because  of  the  variety  of  laboratories  in  which  they  occur. 
The  innovations  process  is  further  complicated  by  the  fact  that  state 
government  officials  rarely  have  the  time  or  opportunity  to  share  such 
knowledge  which  may  be  applicable  in  other  states.  Under  day-to-day 
pressures  and  constraints,  professional  administrators  and  technical  ex- 
perts lack  the  time  to  write  up  or  share  new  approaches  that  they  have 
developed. 

The  Council  of  State  Governments  has  provided  a  forum  for  such  an 
exchange  for  many  years  and  continues  to  expand  efforts  in  this  area. 
The  North  Carolina  Rural  Health  Program  is  one  of  many  innovations 
being  studied  by  the  Council  under  a  grant  from  the  National  Science 
Foundation. 

The  state  programs  studied  were  selected  by  a  national  advisory  pan- 
el of  state  legislators  and  officials.  The  Council  is  grateful  to  these 
individuals  for  their  assistance.  Serving  on  the  panel  that  selected  this 
innovative  program  for  study  were: 

Senator  Larry  Fasbender,  Montana 

Representative  Vera  Katz,  Oregon 

Walter  Kicinski,  Deputy  Secretary  to  the  Governor,  New  York 

Senator  Cornelius  O'Leary,  Connecticut 

Dr.  Tibor  Payzs,  Former  Special  Assistant  to  the  Governor.  Ken- 
tucky 

Perry  Roberts,  Former  Assistant  to  the  Governor,  Missouri 

Duane  Scribner,  Former  Special  Assistant  to  the  Governor,  Minne- 
sota 

Robert  Shevin,  Attorney  General  of  Florida 

J.  Leon  Sorenson,  Director,  Office  of  Legislative  Research,  Utah 

Dan  Varin,  Chief,  Statewide  Planning  Programs,  Rhode  Island 


Lexington,  Kentucky 
June  1977 


Herbert  L.  Wiltsee 

Executive  Director 

The  Council  of  State  Governments 


PREFACE 


Health  cost  is  not  the  only  major  problem  confronting  the  United 
States  in  the  health  field.  The  nation  also  is  experiencing  another  unde- 
sirable development,  a  maldistribution  of  health  care  providers.  Figures 
for  the  year  1973  show  there  were  178  doctors  per  100,000  people. 
While  that  statistic  is  not  particularly  bad,  distribution  differences 
among  states  are  substantial,  ranging  from  a  high  of  265  active  doctors 
per  100,000  persons  in  California  to  a  low  of  103  in  North  Dakota. 
Doctors  especially  are  under  represented  in  rural  areas;  the  Federal 
Bureau  of  Community  Health  Services  counted  826  rural  areas  in  which 
there. is  less  than  one  doctor  for  every  4,000  people. 

To  help  correct  this  national  imbalance  in  the  distribution  of  physi- 
cians, the  federal  government  has  passed  several  laws  aimed  at  eacomag- 
ing  through  financial  incentive  physicians  tQ  pra^tW  in  rural  areas 
The  National  Health  Service  Corps  is  one  example.  Other  laws  help  pay 
the  training  of  allied  health  professionals,  such  as  physicians  assistants 
and  nurse  practitioners.  By  increasing  the  health  manpower  supply  the 
likelihood  that  rural  areas  will  benefit  is  greater.  Several  programs  have 
made  funds  available  for  health  clinics  to  serve  rural  areas. 

States,  too,  have  been  taking  action  to  bring  health  care  providers  to 
rural  areas.  Various  measures  have  been  taken  to  encourage  medical 
school  graduates  to  remain  in  the  state.  Efforts  have  been  made  to 
recruit  physicians  from  other  areas.  Laws  have  been  passed  amending 
states'  medical  practices  acts  to  permit  the  expanded  use  of  physician 
extenders  and  funds  have  been  appropriated  to  expand  the  training  of 
these  health  workers. 

Jr  North  Carolina  has  gone  further  perhaps  than  any  state  to  design  and 
implement  a  comprehensive  program  to  help  communities  construct 
and_stat^rural  health  centers  that  proyj. 


leajtliiare.  The  cost 
to  the  state  has  not  been  great  and  the  benefits  to  thousands  of  North 
Carolinians  are  clear.  The  purpose  of  this  report  is  to  describe  North 
Carolina's  innovative  rural  health  center  program  in  a  way  that  will 
enable  officials  in  other  states  to  determine  if  parts  of  the  North  Caro- 
lina program  have  applicability  and  political  feasibility  in  their  states. 
The  report  is  one  of  a  number  of  Council  of  State  Governments'  mono- 
graphs examining  innovative  state  government  programs. 

The  authors  are  grateful  to  the  many  individuals  in  North  Carolina, 
especially  those  directly  associated  with  the  rural  health  centers  pro- 
gram, who  were  so  generous  with  their  time.  Not  only  were  they  of 
great  help  in  setting  up  appointments  for  interviews,  but  in  many  cases 
took  us  to  the  rather  remote  places  where  the  interviews  with  health 
center  personnel  were  conducted.  We  especially  want  to  thank  James 
Bernstein,  Chief,  Office  of  Rural  "Health  Services,  North  Carolina  De- 
partment of  Human  Resources,  and  Fred  Hege,  Assistant  Chief  of  the 
Office  of  Rural  Health  Services.  Others  in  the  Office  of  Rural  Health 
Services  we  wish  to  thank  are  Judy  Brady  and  Burnie  Patterson. 

A  number  of  people  reviewed  the  draft  and  made  helpful  sugges- 
tions: Mr.  Bernstein;  Mr.  Hege;  Cecil  G.  Sheps,  Vice  Chancellor,  Health 
Sciences  and  Professor  of  Social  Medicine,  University  of  North  Carolina 
-Chapel  Hill;  David  G.  Warren,  Professor  of  Health  Administration, 
Duke  University;  Nancy  Lane,  Appalachian  Regional  Commission;  and 


our  colleagues  at  the  Council  of  State  Governments,  William  Main, 
Project  Director,  State  Issues  on  Aging;  and  Ralph  W.  Derickson,  Public 
Information  Associate. 

Further  information  may  be  obtained  from  officials  of  the  North 
Carolina  Department  of  Human  Resources  (919-733-2040)  or  the 
authors  of  the  report  (606-252-2291). 
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EXECUTIVE  SUMMARY 

North  Carolina  has  been  involved  in  several  programs  to  improve  the  health  of 
its  citizens,  especially  in  rural  areas  where  there  is  an  acute  shortage  of  facilities 
and  providers.  In  1973,  the  governor,  requested  and  the  General  Assembly  appro- 
pjjaled  -lK4.Sfil0flO  for  a  program  nf  rural  health  centers.  The  first  center  began 
operations  in  February  1974,  and  by  the  spring  of  1977,  14  were  operating.  By 
March  1977,  more  than  27,000  individuals  had  been  patients  at  one  of  the  14 
clinics. 

The  medical  care  is  provided  by  a  Family  Nurse  Practitioner  (FNP)  or  a  Physi- 
cian's Assistant  (PA)  who  has  had  a  year  of  special  training.  The  doctor  and  the 
FNP/PA  operate  from  a  list  of  standing  orders  or  protocols  which  are  agreed  upon 
by  the  physician  and  FNP/PA.  Communications  with  a  specific  backup  physi- 
cian(s)  are  always  available  to  the  FNP  or  PA  and  the  doctor  visits  the  clinic 
periodically. 

The  primary_ care  provided  by  the  FNP/PA  includes  physical  examinations, 
dia_gnosis  and  treatment  for-col4s,-£ttvsore  throats;  treatment  for  infections,  cuts, 
bruises,  most  injuries;  care  for  high  blood  pressure,  diabetes,  and  other  chronic 
illnesses;  emergency  first  aid,  vaccinations;  and  a  full  range  of  laboratory  services. 

Other  distinguishing  factors  about  the  North  Carolina  rural  health  center  pro- 
gram are: 

—Initial  costs  for  construction  and  equipment  at  the  clinics  are  usually  under 
$100,000.  The  state  matches  the  local  cash  contribution  at  a  rate  of  5-to-l  up  to 
$60,000. 

-The  centers  are  designed  to  become  self-sufficient.  In  the  meantime,  the  state 
subsidizes  their  operations  and  anticipates  that  the  three  year  subsidy  for  each 
center  will  be  $93,400. 

—Two  centers  have  become  self-sufficient. 

-The  centers  are  actually  owned  by  local,  nonprofit  corporations  organized  at 
the  community  level. 

-The  Office  of  Rural  Health  Services  provides  a  $6,100  stipend  to  FNPs  who 
at  the  end  of  their  training  will  staff  rural  health  centers. 

-The  Office  of  Rural  Health  Services  also  includes  a  physician  locator  activity 
which  endeavors  to  attract  out-of-state  physicians  (65  thus  far)  to  rural  North 
Carolina. 

Three  legislative  enactments  made  the  program  possible:  the  Medical  Practices 
Act  was  amended  in  1971  to  allow  PAs  to  pursue  an  expanded  medical.function; 
the  Medical  Practices^  AcMyas^  again  amended  in  1973  to  permit  an  expanded 
medical  cafe  role  for  FNP's,  and  subsequent  legislation  allows  PAs  and  FNPs  to 
^prescribe  drugs. 

Duke  University,  the  University  of  North  Carolina-Chapel  Hill,  and  Bowman 
Gray  School  of  Medicine  at  Wake  Forest  University  train  physician  extenders. 

Factors  that  are  important  in  considering  a  rural  health  center  program  are:  (1) 
absolute  size  of  the  rural  population  and  its  density,  including  the  number  of 
small  towns;  (2)  the  number  and  distribution  of  physicians;  (3)  attitude  of  the 
state  medical  association  toward  the  concept  of  health  clinics  staffed  by  nonphy- 
sicians;  (4)  laws  clarifying  the  legal  status  of  FNPs  and  PAs,  and  (5)  ability  to 
assemble  a  staff  experienced  in  community  organization  and  the  business  of 
health  care  delivery. 


IX 


I. 

INTRODUCTION 


North  Carolina's  innovative  program  for  extending  health  care  to 
residents  in  rural  areas  has  been  operating  since  1974.  The  program 
already  provides  primary  care  services  to  more  than  27,000  North  Caro- 
linians through  the  14  rural  health  centers  that  have  been  opened  under 
the  auspices  and  with  the  financial  assistance  of  the  state's  Office  of 
Rural  Health  Services  (ORHS).  Three  more  centers  will  be  in  operation 
soon  and  ORHS  officials  anticipate  these  new  centers,  combined  with 
the  continuing  growth  of  the  existing  centers,  will  bring  to  50,000  the 
number  of  state  residents  receiving  primary  health  care  from  this  pro- 
gram. 

Any  government  program  that  involves  a  fairly  substantial  departure 
from  the  traditional  requires  the  coming  together  of  many  groups  who 
will  be  most  affected  by  the  change.  In  the  case  of  this  North  Carolina 
program  the  needed  impetus  was  provided  by  a  coalition  of  government 
leaders  of  the  medical  schools,  and  of  the  medical  professions. 

There  are  some  very  significant  legal  issues  attached  to  a  program 
that  permits  substantial  medical  care  to  be  provided  by  individuals  who 
are  not  medical  doctors.  Perhaps  the  most  appropriate  way  to  begin  an 
examination  of  North  Carolina's  rural  health  program  is  a  general  dis- 
cussion of  the  legal  issues  surrounding  the  practice  of  medicine  by 
physician  extenders.* 

The  Legal  Framework 

Legal  issues  which  must  be,  and  for  the  most  part  have  been,  resolved 
by  state  legislation  are:  (1)  the  licensing  laws'  definitions  of  nurse  prac- 
titioners (NP)  and  physicians  assistants  (PA),  and  the  delegatory  powers 
in  medical  practice  laws;  and  (2)  the  potential  liability  of  the  nurse 
practitioner  or  PA,  the  supervising  physician,  and/or  hospital.  Without 
attempting  a  detailed  legal  analysis  of  all  the  issues  it  can  be  said  that 
the  problem  essentially  is  one  of  avoiding  criminal  charges  that  the  FNP 
ot  PA  is  practicing  medicine  without  a  license,  and  related  civil  liability 
for  the  performance  of  unauthorized  practices. 

By  now  most  state  legislatures  have  had  experience  with  the  legal 
problems  attendant  to  practice  by  physician  extenders  (NPs  and  PAs). 
Presently,  over  40  states  have  enacted  legislation  permitting  the  per- 
formance of  "medical"  tasks  or  functions  by  either  physician  assist- 
ants or  nurse  practitioners,  primarily  the  former. 

There  are  basically  two  regulatory  mechanisms  for  PAs  and  NPs. 
Both  vest  authority  in  a  state  board  of  medical  examiners  or  other  state 
agency  to  regulate  both  licensed  and  nonlicensed  classes  of  allied  health 
personnel  trained  to  perform  services  in  a  dependent  relationship  to  a 
physician.   One   regulatory   mechanism   provides  an  exception  to  the 


*Physician  extenders  include  both  nurse  practitioners  and  physician's  assistants,  which  are 
generic  terms.  There  are  literally  dozens  of  specific  titles  given  to  these  physician  extenders: 
clinical  associate,  medex,  family  nurse  practitioner,  advance  registered  nurse,  child  health  asso- 
ciate, pediatric  nurse  practitioner,  adult  health  associate,  family  nurse  associate.  Although  a 
distinction  can  be  made  between  an  FNP  and  a  PA  in  terms  of  training  and  education,  both  can, 
and  in  North  Carolina  do,  effectively  extend  a  physician's  ability  to  provide  medical  care. 


state's  medical  practice  act  that  codifies  the  physician's  legal  right  to 
delegate  routine  patient  care  functions  to  qualified  nonphysicians.  This 
is  simply  a  general  delegatory  statute  permitting  nonphysicians  to  work 
under  a  physician's  supervision.  The  second  type  of  legislative  grant  is 
by  way  of  a  regulatory  authority  statute.  Generally  these  laws  authorize 
a  specific  entity,  usually  a  state  board  of  medical  examiners,  to  estab- 
lish rules  and  regulations  governing  the  educational  and  employment 
qualifications  of  physician  extenders.  It  is  referred  to  as  a  regulatory 
statute  because  it  vests  authority  in  some  state  agency  to  regulate  the 
activities  of  physician  extenders. 

While  the  state  statutes  provide  a  mechanism  for  regulating  the  train- 
ing and  employment  of  extenders,  collectively  they  include  a  broad 
range  of  provisions  relating  to  the  duties  of  the  boards  of  medical 
examiners,  accreditation  of  educational  programs,  and  certification  of 
assistants  and  their  employers.  Several  of  these  laws,  North  Carolina 
included,  are  amendments  to  the  medical  practice  act,  differing  from 
the  general  delegatory  statute  only  in  that  they  designate  an  organiza- 
tional body,  such  as  the  joint  practice  committee  of  the  North  Carolina 
Board  of  Medical  Examiners  and  the  North  Carolina  Board  of  Nursing, 
to  make  all  rules  and  regulations  pertaining  to  nurse  practitioners. 

General  Delegatory  Statutes 

There  are  several  arguments  pro  and  con  for  both  statutes.  General 
delegatory  statutes  seem  to  receive  considerable  support  among  physi- 
cians because  the  physicians  who  employ  extenders  are  likely  to  use 
them  for  a  wide  variety  of  tasks,  and  they  should  not  be  restricted  in 
their  task  delegation  by  detailed  statutory  provisions.  A  general  delega- 
tory statute  is  an  alternative  to  the  enactment  of  specialized  licensure 
laws  which  have  caused  so  much  concern  in  recent  years.  An  important 
issue  in  any  discussion  of  the  evolution  of  a  new  category  of  health 
worker  is  how  the  patient  will  be  protected  from  incompetent  practi- 
tioners. Persons  favoring  a  general  delegatory  legislative  grant  say  that 
the  patient's  safety  will  be  insured  because  the  physician  has  supervis- 
ory authority  over  the  extender  and  thus  would  be  liable  for  any  mal- 
feasance under  the  doctrine  of  respondeat  superior  for  any  negligence 
or  other  torts  committed  by  an  extender. 

The  general  delegatory  statute  places  much  responsibility  on  the  indi- 
vidual physician  or  practice  group  because  of  inadequate  guidelines  to 
determine  the  activities  to  be  delegated  to  the  extender.  Further,  the 
physician  is  uncertain  about  the  qualifications  the  extender  should  pos- 
sess to  insure  competence  in  performing  specific  activities.  Whether  this 
problem  is  more  critical  to  the  PA  or  NP  is  arguable.  The  nurse  practi- 
tioner is  already  a  licensed  certified  practitioner,  graduated  from  a  fair- 
ly standard  course  of  training  and  also  has  completed  a  certification 
examination,  but  the  advanced  training  varies  considerably.  On  the 
other  hand,  most  physician's  assistants  will  not  have  received  the  same 
standardized  training.  This,  of  course,  presents  another  disadvantage  of 
the  delegatory  statutory  approach  and  that  is  the  lack  of  official  recog- 
nition of  physician's  assistants,  although  this  is  rapidly  changing.  There 
now  exists  a  National  Commission  on  Certification  of  Physicians'  As- 
sistants. NCCPA  certification  is  required  in  24  states.* 


*As  of  March  31,  1977,  NCCPA  certification  was  required  in  24  States:  Alabama,  Califor- 
nia, Florida,  Hawaii,  Idaho,  Iowa,  Kansas,  Maine,  Maryland,  Michigan,  Nebraska,  Nevada,  New 
Mexico,  New  Hampshire,  North  Dakota,  Ohio,  Oregon,  South  Carolina,  South  Dakota,  Texas, 
Virginia,  West  Virginia,  Wisconsin,  Wyoming.  Letter  from  Henry  Datelle,  Assistant  Director, 
National  Commission  on  Certification  of  Physicians'  Assistants. 


Regulatory  Authority  Statutes 

Many  state  legislatures  in  dealing  with  the  physician  extender,  and 
other  allied  health  personnel  problems,  have  not  been  satisfied  with  the 
general  delegatory  statute  which  gives  physicians  sole  responsibility  for 
determining  educational  qualifications  and  job  assignments.  These  legis- 
latures have  passed  more  detailed  laws,  granting  a  specific  organiza- 
tional entity,  normally  the  state  board  of  medical  examiners,  the  au- 
thority to  establish  rules  and  regulations  relating  to  the  education  and 
employment  of  extenders. 

While  a  law  which  gives  a  regulatory  agency  rulemaking  power  re- 
duces somewhat  the  flexibility  inherent  in  the  general  delegatory  stat- 
ute, it  does  have  several  advantages.  It  provides  more  protection  be- 
cause the  physicians  assistants  and  nurse  practitioners  must  meet  cer- 
tain minimum  educational  and  skill  requirements  before  they  can  be 
approved  for  employment.  Additionally,  only  graduates  of  approved 
training  programs  are  permitted  to  practice.  The  regulatory  statute  also 
enables  physicians  to  clearly  understand  the  requisite  qualifications  of 
an  assistant,  making  it  easier  to  identify  and  retain  persons  who  have 
such  qualifications.  Finally,  of  course,  by  granting  regulatory  authority 
to  an  administrative  agency,  rules  and  regulations  can  be  amended  with- 
out having  to  seek  changes  in  state  legislation  which  might  involve 
protracted  procedural  and  political  difficulties. 

Legal  Liability 

Most  state  statutes  dealing  with  the  problem  of  medical  practice  by 
non  physicians  have  followed  either  the  above  described  general  dele- 
gatory statute  method,  or  the  regulatory  authority  method,  but  there  is 
still  the  problem  of  how  to  allow  the  nonphysician  practitioner  to 
virtually  practice  on  his  or  her  own  in  a  site  not  physically  associated 
with  the  supervising  physician  or  group  of  physicians.  This  problem  has 
been  dealt  with  quite  well  in  the  North  Carolina  legislation.  The  1971 
and  1973  amendments  to  the  medical  practice  act  allow  the  nonphysi- 
cianpractitioner  to  practice  "under  the  supervision  of  or  at  the  direc- 
tive of  a  physician.  This  amendment,  in  this  precise  language,  is  quite 
important.  It  obviates  the  problem  of  having  to  maintain  the  nonphysi- 
cian, or  extender,  practice  in  close  physical  proximity  to  the  supervising 
physician  because  the  approval  given  to  the  nurse  practitioner,  or  PA, 
the  physician's  supervision,  consultation  and  emergency  backup  is  given 
as  a  unit.  The  supervising  physician  in  his  application,  jointly  with  the 
nurse  practitioner,  not  only  will  provide  for  constant  communication 
between  the  doctor  and  the  nurse  practitioner,  but  also  will  provide 
that  the  practitioner  is  practicing  "at  his  direction."  At  his  direction" 
means  that  the  supervising  physician  will  provide  the  nurse  practitioner 
or  PA,  either  through  a  list  or  group  of  standing  orders,  specific  tasks 
the  assistant  may  perform  and  also  will  provide  in  those  standing  orders 
a  list  or  group  of  reactions,  treatments,  diagnoses,  or  other  specified 
action  the  assistant  is  to  take  in  response  to  any  medical  situation  that 
may  be  confronted.  The  standing  orders,  or  medical  protocols,  as  they 
are  called,  give  the  assistants  a  way  to  actually  practice  at  the  direction 
of  a  supervising  physician  while  not  being  directly  under  the  doctor's 
physical  supervision  in  a  geographical  sense. 

The  next  question  raised  pertains  to  potential  liability  for  both  the 
nurse  practitioner,  or  physician  assistant,  and  the  supervising  physician. 
It  may  generally  be  said  that  if  a  particular  NP  engaged  in  activities 
beyond  the  scope  of  the  NP's  training  and  licensure,  the  NP  would 


be  subject  to  criminal  indictment  and  prosecution  under  the  licensing 
laws.  At  the  same  time,  should  any  patient  under  the  NP's  supervision 
or  care  suffer  an  injury  as  a  result  of  such  extended  activities,  a  prima 
facie  case  of  negligence  on  the  nurse  practitioner's  part  would  have 
been  established  in  suit  brought  by  that  patient.  On  the  other  hand, 
should  a  patient  suffer  injury  as  a  result  of  an  act  or  omission  within 
the  scope  of  the  nurse  practitioner's  training  and  qualifications,  then 
the  question  becomes  one  of  to  what  standard  of  care  shall  the  nurse 
practitioner  be  held.  While  the  question  has  not  been  resolved  by  the 
courts,  some  would  argue  the  NP  should  not  be  held  to  the  same 
standard  of  care  as  a  physician.  In  lay  terms,_the_ nurse  practitioner 
should  be  held  to  the  same  standard  ol  care  as  others  with  the  same 
training  and  qualifications  and  performing  the  same  activities.  An  equal- 
ly good  case  can  be  made  for  holding  the  NP  or  PA  to  a  physician's 
standards  for  the  procedures  the  assistant  or  practitioner  actually  per- 
forms. 

The  supervising  physician  may  also  be  held  liable  for  a  nurse  practi- 
tioner's negligence.  The  question  of  the  physician's  negligence  will  ulti- 
mately turn  on  the  question  of  whether  or  not  the  assistant  is  in  the 
doctor's  employment  and  is  carrying  out  NP  general  duties  or  following 
the  doctor's  general  instructions.  The  question  also  will  turn  on 
whether  the  assistant,  though  not  in  the  actual  employment  of  the 
supervising  physician,  is  at  the  same  time  under  the  doctor's  immediate 
control  and  supervision,  or  in  the  case  of  North  Carolina,  acting  at  the 
physician's  direction. 

The  supervising  physician  may  be  held  liable  for  those  tasks  which 
are  termed  delegable  and  will  be  liable  for  negligent  supervision  and 
delegation.  Generally,  the  physician  will  not  be  liable  if  the  nurse  acts 
outside  the  scope  of  the  job  or  violates  instructions. 

While  discussing  the  legal  implication  relating  to  medical  practice  by 
a  nonphysician,  an  immediate  question  to  ask  is  that  of  the  availability 
of  malpractice  coverage  for  the  nonphysician.  and  its  implications  for 
such  coverage  for  the  supervising  physician. 

Malpractice  insurance  coverage  for  both  the  nurse  practitioner  or 
physician  assistant  and  the  employing  or  supervising  physician  has  been 
no  problem  to  date;  no  medical  malpractice  claims  have  been  filed. 
Coverage  in  North  Carolina  has  been  obtained  from  the  St.  Paul  Fire 
and  Marine  Company.  An  official  of  the  company  said  no  increase  in 
premiums  is  anticipated  in  this  class  of  coverage.  The  official  observed, 
"We  find  they  (the  nurse  practitioners)  follow  their  instructions  very 
well."  North  Carolina  officials  note  that  the  insurance  premium  in- 
creases that  have  occurred  are  based  on  the  expanded  scope  of  practice, 
and  are  minimal. 

The  Legal  Provisions  in  North  Carolina 

In  1971.  the  North  Carolina  General  Assembly  amended  the  state's 
medical  practice  act  to  permit  physicians  assistants  to  perform  certain 
practices  previously  considered  illegal  when  performed  by  a  nonphysi- 
cian. The  Medical  Practice  Act  (North  Carolina  General  Statutes  90-18, 
Section  13)  states  that  the  work  of  a  PA  does  not  constitute  the  prac- 
tice of  medicine  without  a  license  when  it  is  performed  by  an  assistant 
to  a  licensed  physician  if: 

(a)  such  assistant  is  approved  by  and  annually  registered  with  the 

Board  as  one  qualified  by  training  or  experience  to  function  as  an 

assistant  to  a  physician,  except  that  no  more  than  two  assistants  may 

be  currently  registered  for  any  physician,  and 


(b)  such  act,  task  or  function  is  performed  at  the  direction  or 
under  the  supervision  of  such  physician,  in  accordance  with  rules  and 
regulations  promulgated  by  the  Board,  and 

(c)  the  services  of  the  assistant  are  limited  to  assisting  the  physi- 
cian in  the  particular  field  or  fields  for  which  the  assistant  has  been 
trained,  approved,  and  registered;  provided  that  this  subdivision  shall 
not  limit  or  prevent  any  physician  from  delegating  to  a  qualified 
person  any  acts,  tasks  or  functions  which  are  otherwise  permitted  by 
law  or  established  by  custom. 

In  1973,  a  similar  law  was  enacted  to  accommodate  family  nurse 
practitioners.  The  nurse  practitioner  amendment  to  G.S.  90-18  reads: 

"(14)  The  practice  of  nursing  by  a  registered  nurse  engaged  in  the 
practice  of  nursing  and  the  performance  of  acts  otherwise  constitut- 
ing medical  practice  by  a  registered  nurse  when  performed  in  accord- 
ance with  rules  and  regulations  developed  by  a  joint  subcommittee  of 
the  Board  of  Medical  Examiners  and  the  Board  of  Nursing  and  adopt- 
ed by  both  boards." 

The  North  Carolina  Nurse  Practice  Act  also  had  to  be  amended  to 
allow  registered  nurses  to  perform  medical  diagnosis  or  prescription  of 
therapeutic  measures  when  performed  "under  supervision  of  a  physi- 
cian" (G.S.  90-158). 

Consequently,  in  order  to  legally  practice  in  North  Carolina  a  nurse 
practitioner  must  be  jointly  approved  by  the  Board  of  Medical  Examin- 
ers and  by  the  Board  of  Nursing.*  The  application  by  the  NP  must  be 
accompanied  by  a  practice  plan  from  a  sponsoring  physician.  Two  of 
the  most  important  criteria  for  approval  are:  (1)  successful  completion 
of  an  approved  training  program,  and  (2)  provisions  for  physician  super- 
vision, consultation  and  emergency  backup.  Thus,  the  NP,  physician 
and  medical  practice  site  are  approved  as  a  unit. 

The  following  chapter  attempts  to  highlight  the  chronological  devel- 
opment of  the  rural  health  center  program  in  North  Carolina. 


*Few  States  besides  North  Carolina  require  that  the  nurse  practitioners/physician  relation- 
ship be  approved  by  both  the  nursing  and  physician  boards.  More  often  the  protocol  is  only 
reviewed  by  the  state  board  of  medical  examiners. 
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North  Carolina's  rural  health  centers  are  the  latest  in  a  long  history 
of  health  programs  that  have  been  developed  and  implemented  in  the 
state.  In  1946,  the  federal  government  passed  the  Hill-Burton  Act  and 
North  Carolina  was  the  first  state  to  appropriate  matching  funds  for 
this  hospital  construction  program.  In  subsequent  years  the  state's 
medical  schools  became  interested  in  applying  their  knowledge  to  the 
practical  questions  of  delivering  health  services  to  the  state's  citizens. 

Privately  supported  Duke  University  developed  the  first  program  in 
the  country  in  1965  to  train  physicians  assistants.  In  1967,  the  Univer- 
sity of  North  Carolina's  Health  Services  Research  Center  was  one  of  six 
to  receive  substantial  HEW  grants  to  study  the  health  needs  of  the 
citizens  of  the  state.  The  University  of  North  Carolina's  medical  school 
and  nursing  school  also  began  training  physician  extenders  called  family 
nurse  practitioners. 

In  1969,  the  U.S.  Public  Health  Service  sponsored  a  national  meeting 
at  Duke  on  the  subject  of  legal  recognition  of  physicians  assistants. 
From  this  meeting  came  suggestions  for  dealing  with  many  of  the  legal 
problems  surrounding  the  use  of  PAs.  Both  Duke  and  the  University  of 
North  Carolina  began  experimenting  with  satellite  or  rural  clinics  in  the 
early  1970s. 

1971  saw  the  General  Assembly  pass  legislation  affecting  the  ability 
of  physicians  assistants  to  perform  medical  acts.  By  1973  when  the 
new  governor  took  office,  the  stage  was  set  for  new  initiatives  in  rural 
health.  Four  rural  health  center  demonstrations  were  in  place,  legisla- 
tion allowing  the  extenders  to  provide  certain  kinds  of  care  was  on  the 
books,  training  programs  for  NPs  and  PAs  were  well  established  and  the 
universities  were  anxious  to  continue  providing  expertise  and  assistance. 
The  legislature  was  ready  to  do  something  about  rural  health  care, 
having  authorized  a  study  of  the  physician  situation  in  North  Carolina 
in  1967  which  had  concluded  that  there  was  indeed  a  significant  short- 
age of  physicians  in  the  state  which  was  especially  acute  in  rural  areas. 
In  the  1972  election  campaign  both  parties  addressed  the  matter  of 
rural  health  care. 

Political  Action 

Soon  after  his  election,  Governor  James  JL—Holshouser  met  with 
health  counsellors  at  the  University  of  North  Carolina  and  then  called  a 
special  session  of  both  houses  of  the  General  Assembly.  He  requested 
and  received  $456,000  for  a  rural  primary  care  program  which  would 
develop  primary  care  chnics  in  rural  communities.  The  chief  health  care 
providers  would  be  family  nurse  practitioners  or  physician  assistants. 
This  care  would  be  directly  tied  to  a  "backup"  physician.  The  clinics 
would  charge  a  fee  for  services  and  ultimately  would  not  rely  on  gov- 
ernment subsidies— state  or  federal.  Those  early  decisionmakers  believed 
.that  care  provided  would  be  better  if  the  providers  were  tied  financially 
to  the  patient  rather  than  tied  to  a  government  agency.  The  required 
cooperation  of  the  medical  association  and  individual  physicians  may 
have  been  harder  to  obtain  in  the  case  of  a  government  clinic,  too. 

The  political  battles  were  less  intense  than  imaginable.  As  indicated 


in  the  first  chapter,  leaders  of  the  medical  profession,  the  hospitals,  and 
both  branches  of  government  were  anxious  to  agree  on  a  program  to 
meet  the  health  needs  of  the  state's  rural  citizens. 

Passage  of  the  1 973  amendments  to  the  Medical  Practices  Act  was 
much  less  difficult  since  the  issue  of  nonphysician  care  essentially  had 
been  resolved  with  the  physician's  assistant  law  in  1971.  Organized 
nursing  had  opposed  the  PA  bill,  but  did  not  oppose  the  family  nurse 
practitioners  legislation.  Generally,  the  North  Carolina  Medical  Associa- 
tion supported  both  bills  and  even  endorsed  the  FNP  amendments.  The 
fact  that  a  former  president  of  the  association  had  been  in  an  extender 
program  undoubtedly  was  helpful.  Several  physicians  did  oppose  and 
continue  to  oppose  extender  programs,  arguing  that  they  are  "second 
class  health  care." 

"  Two  political  issues  in  the  development  of  the  North  Carolina  pro- 
gram became  especially  important.  First,  legislators  from  the  eastern 
part  of  the  state  had  for  many  years  advocated  a  medical  school  for 
East  Carolina  University  of  Greenville.  Its  justification  largely  centered 
on  the  state's  need  for  family  doctors  who  would  provide  primary  care 
rather  than  specialist  treatment.  Some  proponents  of  the  new  medical 
school  feared  the  development  of  the  rural  health  clinics  would  under- 
cut efforts  to  establish  a  new  medical  school.  In  recommending  the  new 
rural  health  centers  the  governor  did  not  oppose  the  new  medical 
school. 

The  second  political  problem  surfaced  subsequently  and  was  related 
to  the  concern  many  pharmacists  had  about  the  dispensing  and  labelling 
of  drugs.  An  existing  statute  specified  that  a  pharmacist  could  not  label 
a  drug  unless  it  had  been  prescribed  by  a  medical  doctor,  dentist,  or 
veterinarian.  Consequently,  there  was  confusion  among  pharmacists  as 
to  whether  they  were  or  were  not  in  violation  of  the  existing  law  if  they 
filled  the  prescriptions  of  PAs  or  NPs.  Additional  problems  related  to 
the  storage  of  drugs.  In  addition  to  the  confusion  over  the  existing  law 
it  has  been  suggested  that  many  pharmacists  were  alarmed  that  the 
administering  of  drugs  by  FNPs  or  PAs  might  represent  an  incursion 
into  the  pharmacy  business  and  that  the  M.D./pharmaeist  relationship 
might  be  affected  with  some  loss  of  status  to  the  pharmacists.  In  any 
event,  the  bill  that  passed  was  introduced  by  a  legislator  who  is  a 
pharmacist  and  was  supported  by  the  Board  of  Pharmacy.  The  law  was 
enacted  in  1975  and  provided  that: 

"Any  registered  nurse  or  assistant  to  a  physician  who  is  approved 
to  perform  medical  acts  under  the  provisions  of  G.S.  90-18  is  author- 
ized to  prescribe  drugs  under  written  standing  orders  of  the  supervis- 
ing physician,  if  such  function  is  specifically  approved  for  that  per- 
son by  the  Board  of  Medical  Examiners;  in  accordance  with  such 
other  safeguards  and  regulations  as  promulgated  by  such  Board." 
(90-18.1) 

Administrative  Location  for  the  New  Program 


Initially,  there  were  suggestions  that  the  University  of  North  Carolina 
operate  the  program.  Its  medical  school  and  especially  the  Health  Ser- 
vices Research  Center  had  been  actively  involved  in  setting  up  two  of 
the  four  early  rural  health  center  demonstrations.  This  idea  was  dis- 
carded. It  was  decided  the  state  should  run  the  new  program  rather 
than  the  university.  Senate  Bill  No.  840  called  for  the  creation  of  a 
rural  community  health  assistance  division  within  the  Department  of 
Human   Resources.  After  deliberation  within  the  DHR,  an  Office  of 
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Rural  Health  Services  (ORHS)  was  created  and  placed  in  the  Division  of 
Facility  Services  (DFS). 

Besides  the  Division  of  Facility  Services,  the  other  major  alternative 
was  the  Division  of  Health  Services.  However,  there  were  several  prob- 
lems with  this  alternative  in  addition  to  the  fact  that  Division  of  Health 
Services  did  not  show  any  interest  in  administering  the  program.  The 
North  Carolina  Division  of  Health  Services  is  a  traditional  public  health 
department  using  state  and  federal  dollars  to  support  the  county  health 
department  programs.  Few  of  North  Carolina's  60  county  health  de- 
partments are  engaged  in  providing  primary  health  care.  For  the  most 
part,  they  are  engaged  in  the  traditional  disease  prevention  functions: 
inspecting  restaurants  and  water  supplies,  immunizations,  vector  con- 
trol, and  health  education  programs.  Moreover,  the  direct  medical  ser- 
vices they  do  provide  are  directed  largely  toward  the  poor;  there  is 
generally  no  charge  for  the  services  provided.  A  central  idea  of  the 
proposed  rural  health  centers  (RHC)  was— and  is-that  they  should  not 
be  free,  but  in  fact  be  self-supporting,  which  means  serving  all  economic 
segments  of  the  community.  The  new  health  centers  were  conceived  as 
community  programs,  not  as  a  federal  or  state  government  program. 

Concern  was  also  expressed  that  the  small  Office  of  Rural  Health 
Services  would  be  "swallowed  up"  by  the  large  DHS  and  that  operation 
of  health  centers  in  conjunction  with  county  health  departments  would 
greatly  reduce  the  flexibility  required  by  a  new,  experimental  program. 

ORHS'  placement  within  the  Division  of  Facility  Services  was  sup- 
ported because  DFS  was  the  Hill-Burton  agency  and  people  were  accus- 
tomed to  dealing  with  DFS  on  hospital  expansion  proposals.  The  Hill- 
Burton  unit  had  a  good  reputation  as  the  Medical  Care  Commission.* 
The  ORHS  program  has  a  major  construction  component. 

The  final  requirement  needed  to  get  the  program  off  the  ground  was 
an  administrator.  James  Bernstein,  a  Fellow  at  the  Health  Services  Re- 
search Center  at  UNC,  had  been  involved  extensively  in  the  prototype 
rural  health  center  at  Walstonburg.  In  addition  to  his  appropriate  aca- 
demic training,  prior  to  his  affiliation  with  the  UNC  center,  he  had 
been  with  the  U.S.  Public  Health  Service  in  New  Mexico  participating  in 
a  program  to  increase  medical  services  to  Indians.  Mr.  Bernstein  joined 
the  ORHS  at  the  outset  as  its  chief. 

The  office  became  operational  in  July  1973  and  thejrrst  rural  health 
center  became  operational  February  1974  at  East  Bend,  North  Caro- 
lina. East  Bend  has  a  population  of  485  (1970)  and  the  nearest  big  city, 
Winston-Salem,  is  30  minutes  away. 

TRAINING  PROGRAM 

The  rural  health  center  program  uses  both  nurse  practitioners  and 
physicians  assistants  although  the  former  is  much  more  common.  Per- 
haps this  reflects  the  UNC-Chapel  Hill  orientation  of  the  program  and 
the  fact  that  UNC  trains  nurse  practitioners. 

Because  the  ORHS  program  primarily  uses  FNPs,  the  bulk  of  the 
discussion  in  this  section  deals  with  the  FNP.  A  family  nurse  practition- 
er is  a  registered  nurse  who  has  completed  a  formal  program  of  study 
which  qualifies  the  FNP  to  function  with  a  combination  of  traditional 
nursing  skills  such  as  counseling  and  teaching,  and  newly  acquired  medi- 
cal skills,  such  as  diagnosis  and  treatment.  NPs  are  prepared  to  provide 
primary  health  care  to  patients  chiefly  in  ambulatory  settings  in  collab- 


*The  ORHS  occupies  the  same  building  previously  used  by  the  Medical  Care  Commission. 


oration  with  designated  physicians  who  supervise  their  medical  activi- 
ties within  established  protocols  of  care. 

PAs  are  trained  at  both  Duke  and  Bowman  Gray  School  of  Medicine 
(Wake  Forest).  As  opposed  to  the  NP,  the  PA  does  not  necessarily  have 
any  previous  formal  medical  training.  The  PA  is,  however,  required  to 
have  at  least  two  years  of  medical  experience,  i.e.,  Army  medical  corps- 
man  or  public  health  service.  The  PA  program  is  a  two-year  program. 
The  PA  is  more  technically  oriented;  the  object  is  to  assist  a  physician 
in  his  practice.  As  noted  earlier,  there  is  a  national  certifying  exam  for 
PAs  that  many  states  require. 

Family  Nurse  Practitioners'  Training 

The  family  nurse  practitioner  programs  in  North  Carolina  were  first 
developed  in  1971  by  the  School  of  Nursing,  the  School  of  Medicine, 
and  the  School  of  Public  Health  of  the  University  of  North  Carolina  at 
Chapel  Hill.  In  1975,  additional  FNP  training  began  at  the  East  Carolina 
School  of  Nursing  in  Greenville  in  association  witli  two  Area  Health 
Education  Centers.  Another  school  is  the  Mountain  Area  Health  Educa- 
tion Center.  The  three  FNP  training  programs  in  North  Carolina  are 
coordinated  on  a  statewide  level  to  assure  commonality  in  training  and 
rules,  and  this  effort  is  supported  by  the  University  of  North  Carolina 
at  Chapel  Hill  School  of  Nursing  AHEC  Program. 

Each  FNP  program  requires  a  year  of  study  and  includes  both  a 
didactic  (or  teaching)  phase  and  a  preceptorship  phase.  The  latter  is 
spent  in  training  directly  under  the  supervision  of  the  physician  under 
whom  the  FNP  will  practice.  The  three  training  programs  work  together 
to  prepare  students  to  meet  the  same  objectives,  and  are  similar  in 
length  and  course  content.  During  the  teaching  phase,  students  attend 
lectures  and  seminars  and  have  planned  supervised  clinical  experiences. 
The  curriculum  includes  history  taking,  physical  assessment,  laboratory 
procedures,  and  the  diagnosis  and  management  of  common  health  care 
problems  encountered  in  primary  health  care  centers.  FNPs  are  trained 
to  manage  both  stable,  chronic  illnesses  and  acute  episodic  illnesses. 
During  the  preceptorship  phase,  students  go  to  the  setting  where  they 
will  eventually  practice  for  intensive  clinical  experience  under  the  su- 
pervision of  a  physician  or  a  nurse  practitioner. 

There  are  three  basic  criteria  for  admission  to  the  North  Carolina 
FNP  program: 

(a)  The  applicant  must  be  a  registered  nurse. 

(b)  Applicants  must  have  a  sponsoring  physician  who  must  agree  to 
accept  primary  responsibility  for  precepting  the  student  within  the 
framework  of  the  M.D.'s  clinical  practice  during  the  second  six  months 
of  the  program— preceptorship  phase— and  to  submit  a  final  evaluation 
of  the  student's  practice  to  the  FNP  program  director. 

(c)  The  practice  site  participant,  who  may  represent  the  sponsoring 
physician's  office  or  the  health  system  within  which  he  works,  must 
aggree  to  the  conditions  required  during  the  preceptorship  phase  of  the 
program,  and  to  employ  the  FNP  upon  completion  of  the  program. 
(Those  practice  sites— RHCs— which  are  sponsored  by  the  ORHS  are 
accepted  by  the  admissions  committee  without  further  exploration  or 
examination  by  the  committee.) 

Once  accepted  and  having  completed  the  teaching  phase  of  the  pro- 
gram and  having  met  all  the  requirements  of  the  preceptorship  phase, 
students  are  eligible  to  take  the  end  course  examination,  consisting  of 
case  study  problems.  Those  students  who  receive  a  passing  grade  receive 
an  academic  certificate  verifying  successful  completion  of  the  program. 


No  tuition  is  charged  the  FNP  trainee.  Cost  for  the  training  program 
runs  between  $6,000  and  $8,000  per  student  and  is  covered  by  General 
Assembly  appropriations  to  the  university  systems.  With  specific  refer- 
ence to  FNPs  trained  as  part  of  ORHS'  program,  ORHS  pays  a  $6,600 
stipend  for  each  student.  In  addition,  a  $1,500  honorarium  is  paid  to 
each  supervising  physician  for  preceptorship  time.  FNPs  who  will  even- 
tually serve  in  a  rural  health  clinic  (RHC)  often  are  recruited  from  the 
area  they  will  serve.  To  date,  there  has  not  been  much  difficulty  in 
recruiting  FNPs  for  RHC  settings. 

Generally  there  is  agreement  by  RHC  family  nurse  practitioners  that 
the  training  program  is  adequate  and  that  the  level  of  training  is  suffi- 
cient to  enable  the  FNPs  to  competently  carry  out  their  missions.  If 
there  is  any  shortcoming  in  the  training  program,  it  would  seem  to  be 
that  of  not  being  adequately  prepared  to  deal  with  the  administrative 
tasks  associated  with  running  a  RHC.  Because  a  FNP  in  a  RHC  is 
responsible  for  maintaining  and  operating  a  clinic,  some  FNPs  felt  the 
management  aspect  was  not  adequately  covered  by  the  training  pro- 
gram. 
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The  goal  of  the  Office  of  Rural  Health  Services  is  to  provide  accessi- 
ble primary  care  to  rural  areas  by  equipping  community  leaders  to:  (a) 
assess  their  medical  care  options,  (b)  secure  physician  services,  and  (c) 
establish  physician  extender  primary  care  clinics  as  appropriate.  ORHS 
engages  in  two  goal-oriented  activities:  the  rural  health  centers  program 
and  the  physician  recruitment  program. 

Staffing  the  Office  of  Rural  Health  Services 

The  staff  numbers   18  including  secretarial  support.  Staff  positions 
are  listed  below: 
Chief,  ORHS, 
Assistant  Chief, 

4  Health  Center  Development  Specialists, 
2  Assistant  Health  Center  Development  Specialists, 
1  Design  Coordinator, 
1  Assistant  Design  Coordinator, 
1  Physician  Location  Coordinator, 
1  Assistant  Physician  Location  Coordinator,  and 
6  Secretarial. 

Each  of  the  health  center  development  specialists  is  engaged  primarily 
in:  (1)  monitoring  the  business  operations  of  the  existing  RHCs,  (2) 
working  with  other  communities  to  develop  new  RHCs,  and  (3)  physi- 
cian recruitment.  Although  all  are  located  in  Raleigh,  the  health  center 
development  specialists  are  responsible  for  performing  these  duties  for  a 
particular  geographic  area.  The  assistant  chief  has  responsibility  for 
internal  fiscal  matters  as  well  as  a  small  region  for  monitoring,  develop- 
ing new  centers,  and  recruitment. 

The  appropriate  health  center  development  specialist  works  closely 
with  the  applicants  in  the  implementation  process.  The  specialist  helps 
set  up  the  medical  records  system  as  well  as  the  bookkeeping  system 
and  helps  set  up  community  programs.  Despite  the  close  working  rela- 
tionship between  ORHS  staff  and  the  community  participants,  the 
ORHS  has  pursued  deliberately  a  policy  that  gives  the  community 
group,  i.e.,  the  new  board  of  directors,  the  final  decision  on  what 
}  equipment  to  purchase,  how  much  to  spend  on  the  equipped  clinic,  and 
financial  arrangements  with  the  physician.  hi_sujn1_the  QRHS  views 
each  center  as  community  owned  and  operated  and  wants  the  local 
citizens  to  view  it  that  way,  too. 

The  design  coordinator  and  staff  are  responsible  for  designing  the 
new  or  renovated  health  center,  including  the  layout  of  the  medical 
services  and  selection  and  location  of  equipment.  The  community 
board  actually  makes  the  final  decision  on  these  matters  based  on 
ORHS  staff  recommendations. 

For  the  past  three  years  the  legislative  appropriation  to  the  ORHS 
has  been  approximately  $1.5  million  annually  including  construction 
funds.  Table  1  shows  the  actual  spending  for  1975-76. 
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Table  1 


NORTH  CAROLINA  OFFICE  OF  RURAL  HEALTH  SERVICES 
ACTUAL  EXPENDITURES  FY  1975-1976 


Personnel 

$305,640 

Education  Grants  (Extender  Stipends) 

45,100 

Physician  Recruitment 

104,733 

Construction  (Clinics) 

454,879 

Operating  Subsidies 

563,000 

Travel 

43,000 

Other  Office  Expenses 

56,000 

$1,572,352 

Source:   Office  of  Rural  Health  Services. 


The  health  centers  are  designed  to  extend  primary  medical  care  to 
citizens  in  areas  of  the  state  where  such  care  is  presently  not  available. 
At  the  heart  of  the  concept  are  the  new  medical  professionals  being 
trained  in  North  Carolina— family  nurse  practitioners  (FNP)  and  physi- 
cians assistants  (PA),  who  are  backed  up  by  physicians. 

The  clinics  themselves  are  very  attractive  and  have  modern  equip- 
ment. Many  of  the  facilities  are  older  buildings  that  have  been  renovat- 
ed and  others  are  completely  new  structures. 

Experience  indicates  that  under  the  North  Carolina  procedures  it 
takes  about  18  months  from  the  time  the  first  contact  is  made  with  the 
ORHS  by  a  community  group  until  the  health  center  is  completed.  A 
number  of  requirements  must  be  met  by  each  applying  group  as  illus- 
trated by  the  accompanying  PERT  chart,  Figure  1 . 

Basic  Criteria 

To  begin  the  process,  the  community  must  first  be  able  to  demon- 
strate that  there  are  no  easily  accessible  medical  facilities  and,  there- 
fore, a  need  exists.  Then  the  market  for  health  services  must  be  ana- 
lyzed to  determine  if  adequate  demand  exists.  The  ORHS  has  devised  a 
formula  for  analyzing  the  health  services  market.  It  includes  making  a 
population  estimate  of  the  target  area  which  is  defined  as  the  area  in  a  5 
or  V^-mile  radius  from  the  proposed  site.  Next,  these  population  figures 
are  used  to  estimate  the  expected  number  of  medical  visits.  Medical 
visits  per  person  are  based  on  data  collected  in  1969  by  HEW  which 
breaks  down  expected  number  of  visits  by  age  group,  by  place  (rural, 
farm,  nonfarm),  by  sex,  and  by  income  level.  The  extent  of  market 
penetration  is  further  refined  by  considering  such  factors  as  proximity 
of  alternate  sources  of  primary  care,  barriers  to  access,  and  traffic  flow 
patterns.  (Although  the  market  estimate  does  not  consider  the  popula- 
tion outside  of  aV/^-mile  radius,  experience  reveals  that  travel  distances 
of  20  and  25  miles  are  not  uncommon. 

The  projected  utilization  rate  also  is  helpful  in  setting  prices.  If 
$50,000  annual  revenue  will  be  needed  to  meet  expenses  and  market 
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projections  suggest  6,250  patient  visits  a  year,  then  the  average  office 
charge  ought  to  be  near  $8. 

Once  it  has  been  determined  that  the  community  is  in  an  area  that 
could  support  a  health  center,  the  community  applicant  must  satisfy 
several  other  requirements: 

(1)  It  must  show  that  a  nurse  is  available  for  FNP  training.  Priority 
goes  to  nurses  from  the  area. 

(2)  Arrangements  must  be  made  with  a  physician  to  serve  as  the 
FNP's  preceptor  and  subsequent  health  center  backup,  and 

(3)  A  plan  must  be  presented  to  the  ORHS  indicating  in  general 
terms  how  the  community  intends  to  finance  the  construction  of  a 
facility  and  bring  it  to  self-sufficiency. 

After  these  basic  criteria  are  met,  the  ORHS  and  the  community 
representatives  begin  working  together  very  closely  on  the  project  so 
that  the  various  elements  will  be  accomplished  on  a  time  schedule 
calculated  to  be  completed  with  the  opening  of  the  rural  health  center. 

In  brief,  the  nurses'  training  must  begin.  The  community  group  must 
begin  educating  the  public  to  begin  raising  construction  funds.  Further, 
it  must  decide  how  it  is  going  to  organize  and  begin  preparing  the 
necessary  legal  papers.  The  existing  facility  or  site  must  be  selected  so 
that  design  and  construction  can  get  under  way.  Training  for  other 
personnel  must  be  conducted,  and  supplies  and  equipment  purchased- 
all  coinciding  with  the  completion  of  the  FNP's  training  and  comple- 
tion of  the  physical  plant. 

Initial  Financing 

The  state,  through  the  ORHS,  has  provided  matching  funds  for  con- 
struction and  equipment  at  a  ratio  of  five-to-one,  up  to  a  state  ceiling  of 

Figure  1 
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$60,000.  The  total  construction  cost  of  most  of  the  health  centers  has 
ranged  up  to  roughly  S72,000  including  SI 2,000  in  locally  raised  funds. 
However,  in  the  past  four  instances  each  community  has  raised  nearly 
$30,000  locally.  The  state's  money  is  a  grant-in-aid  which  gives  the 
community  maximum  flexibility  in  its  use.  The  local  money  is  raised  by 
canvasing  the  community  for  donations.  There  are  many  instances  in 
which  700,  800  or  even  1 ,000  housing  units  have  made  contributions. 
The  ORHS  has  insisted  upon  contributions  from  at  least  500  families. 

Instances  of  in-kind  contributions  are  frequently  cited.  For  example, 
a  local  mason  gave  part  of  his  bricklaying  time;  in  several  instances 
curtains  for  the  clinic  were  made  by  local  citizens;  most  of  the  clinics 
contain  artwork  done  locally:  some  buildings  were  donated;  usually  the 
shrubbery  was  donated;  and  in  one  case  a  local  man  served  as  building 
contractor,  coordinating  all  the  construction.  The  ORHS  match  applies 
directly  to  cash,  but  in-kind  contributions  can  make  the  cash  go  farther. 

The  ORHS  does  not  allow  federal  grants  to  be  used  as  part  of  the 
local  share.  The  reasons  are  twofold:  (1)  It  is  believed  federal  money 
will  detract  from  the  idea  that  the  center  is  a  community  project,  a 
private,  fee-for-service  operation  serving  all  the  area's  residents,  and  (2) 
federal  money  often  has  too  many  constraints,  many  of  which  raise  the 
overall  cost  of  the  project.  In  instances  where  federal  funds  have  been 
made  available,  they  have  substituted  for  some  of  the  state  funds.  Al- 
most all  of  the  federal  funds  have  come  from  the  Appalachian  Regional 
Commission-about  $180,000  in  each  of  the  past  two  years. 

Through  June  1977,  ORHS  grants  to  localities  will  have  totaled 
$3,291,969  (1976-77  budgeted  at  $933,205)  including  some  federal 
funds.  The  ORHS  calculates  that  the  average  cost  to  the  state  for  each 
clinic  is  $165,494  including  subsidizing  operations  for  three  years. 
Table  2  shows  the  components  of  this  average  amount.  Cash  income 
from  patients  averages  $25,584  among  the  centers  the  first  year  and 
increases  by  about  $10,000  in  the  second  year  of  operations.  Not  in- 
cluded in  these  figures  are  bad  debts  which  approximate  10  percent  of 
billings  and  Medicare  which  is  another  10  percent. 

Table  2 

STATE  FINANCING  OF  RHCs 
(14  RURAL  HEALTH  CENTERS) 


Average  Cost 

Construction/Equipment  $  55,494 

Architects  Services  8,500 

Training  ( 1  nurse)  8,100 

3  Year  Subsidy  93,400 


$165,494 


Source:   Office  of  Rural  Health  Services,  March  2,  1977. 

Each  RHC  is  established  on  the  assumption  that  it  will  be  financially 
self-sufficient  within  three  years.  During  the  first  three  years  the  state 
makes  up  any  differences  between  revenues  and  expenses.  Originally 
the  ORHS  planned  to  terminate  its  funding  after  three  years. 

The  Physician  Recruitment  Program 

The  second  program  within  the  ORHS  is  the  recruitment  of  physi- 
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cians  for  rural  North  Carolina  which  was  added  in  the  fall  of  1975. 
Initially,  a  $31,500  grant  from  the  Regional  Medical  Program  (RMP) 
got  this  under  way.  Early  success  in  the  recruitment  program  prompted 
the  General  Assembly  to  continue  funding  the  effort.  For  the  1976-77 
fiscal  year  $132,911  is  budgeted  for  the  recruitment  program,  about 
the  same  as  expended  in  1 975-76  (Table  1 ). 

As  previously  indicated,  the  physician  location  coordinator  works 
closely  with  the  health  center  development  specialist  in  locating  areas 
that  need  doctors  and  in  urging  doctors  to  come  to  North  Carolina.  In 
the  past,  the  physician  location  coordinator  has  mailed  out  thousands 
of  pamphlets  describing  generally  the  opportunities  for  developing  a 
successful  medical  practice  hi  the  several  regions  of  North  Carolina. 
These  mailings  are  primarily  directed  at  doctors  who  are  in  their  second 
and  third  years  of  residency.  To  date,  about  1 ,500  individuals  have 
responded  to  this  direct  mail  advertising  campaign.  Thirty  of  the  re- 
spondents have  been  attracted  to~rural  NoTtTT  Carolina. 

The  recruitment  program  avoids  involvement  with  physicians  who 
want  to  move  from  one  location  in  North  Carolina  to  another.  It  also 
does  not  engage  in  much  follow-up  with  out-of-state  physicians  whose 
interest  is  an  urban  area  of  North  Carolina.  When  a  likely  recruit  is 
located,  the  ORHS  staff  tries  to  match  a  doctor's  requirements  with 
what  selected  communities  have  to  offer.  The  interested  parties  are  put 
in  touch  with  each  other  in  much  the  way  that  southern  states  have 
successfully  pursued  industrial  plants  for  many  years.  The  ORHS  only 
serves  as  a  catalyst;  the  doctor  and  the  local  citizens  and  physicians 
must  ultimately  decide  if  accommodations  can  be  made. 

In  addition  to  the  state-supported  program,  the  ORHS  staff  also 
pursues  new  physicians  for  North  Carolina  through  the  National  Health 
Service  Corps,  a  federal  program  that  recruits  eligible  physicians  for 
work  in  health  manpower  shortage  areas  for  two  years.  The  federal 
program  provides  a  salary  plus  "loan  forgiveness"  as  an  incentive  to  join 
the^coffis*.  A  new  National  Health  Service  Corps  program  gives  scholar- 
ships to  physicians,  but  requires  the  physician  to  serve  in  a  shortage 
area  for  every  year  he  accepted  the  scholarship. 

From  early  1974  through  February  1977,  65  physicians  were  placed 
in  rural  communities  through  the  physician  recruitment  program.  The 
rural  health  center  program  and  the  physician  recruitment  program 
impact  each  other  directly  in  two  ways.  Staff  members  believe  that  in 
some  instances  the  existence  of  a  rural  health  center  can  be  an  attrac- 
tion to  the  potential  recruitee.  It  might  be  a  facility  in  which  the  new 
doctor  can  conduct  his  practice.  Of  course,  placement  of  physicians  in  a 
rural  health  center  extends  medical  care  only  marginally.  Secondly, 
upon  recruitment  a  physician  can  be  urged  to  provide  backup  care  to  an 
RHC  family  nurse  practitioner,  thus  extending  the  physician's  practice 
and  increasing  income. 
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IV. 

OPERATIONS 

OF  THE 

RURAL 

HEALTH 

CENTERS 


The  state-supported  rural  health  centers  in  North  Carolina  are  operat- 
ed as  individual  economic  and  physical  entities,  relatively  independent 
of  state  control.  Sometimes  the  facility  is  a  renovated  existing  building 
and  at  other  times  a  new  structure.  The  ORHS  has  no  particular  prefer- 
ence except  where  there  is  an  existing  building  in  the  town  that  has 
traditionally  been  associated  with  medical  services.  In  these  instances, 
the  ORHS  prefers  to  renovate  the  existing  structure.  Whether  a  new 
structure  or  a  renovation,  most  centers  are  designed  large  enough  to 
accommodate  two  medical  professionals. 

A  fairly  typical  renovation  is  the  Newton  Grove  Community  Health 
.Center.  The  total  cost  of  the  completed  facility  was  $74,422.  Table  3' 
shows  the  breakdown  of  the  development  costs. 

Table  3 

NEWTON  GROVE  COMMUNITY  HEALTH  CENTER 
FACILITY  DEVELOPMENT  BUDGET 


Amount 

Percent 

Facility 

Existing  Building  &  Land 

$27,000 

36.3% 

Renovation  &  Alterations 

27,559 

37.0 

Site  Development 

800 

1.1 

Furnishings  &  Equipment 

Medical 

8,605 

11.6 

Nonmedical 

6,774 

9.1 

Professional  Services 

3,047 

4.1 

Miscellaneous 

637 

$74,422 

.8 

1 00.0% 

Generally,  the  space  allocated  to  clinical  use  is  about  the  same  as  that 
for  nonclinical  (waiting/reception,  staff  lounge,  storage,  mechanical). 
The  Newton  Grove  Center  described  in  Table  3  contains  2,040  square 
feet  and  50.3  percent  is  used  for  clinical  purposes.  The  center  includes 
parking  for  13  automobiles. 

Administration 

Each  of  the  centers  is  actually  owned  by  a  nonprofit  corporation. 
The  corporation  is  incorporated  and  operated  under  the  guidelines  of 
Section  501(c)(3)  of  the  internal  revenue  code.  This  means  the  corpora- 
tion is  exempt  from  federal  income  tax  laws  and  that  contributions  to 
it  are  tax  deductible. 

Responsibility  for  developing  policies,  setting  fees,  and  employing 
and  terminating  staff  belongs  to  a  board  of  directors.  Generally,  the 
local  board  consists  of  1  2  to  1 5  persons  and  is  some  combination  of  the 
original  group  that  initiated  the  health  center  idea  and  persons  repre- 
sentative of  all  segments  of  the  community.  For  example,  in  one  area. 
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the  board  is  composed  of  a  representative  from  each  of  the  14  civic 
organizations  in  the  community-PTA,  Rotary  Club,  etc.  Boards  nor- 
mally are  elected  at  a  community  meeting. 

Local  boards  differ  in  the  extent  to  which  they  involve  themselves  in 
the  internal  affairs  of  the  centers.  For  the  most  part,  the  key  staff 
person  is  the  family  nurse  practitioner  (FNP).  (In  North  Carolina's 
program,  almost  all  of  the  physician  extenders  are  nurse  practitioners 
rather  than  physicians'  assistants  and  almost  all  are  women.) 

The  amount  of  time  the  FNP  spends  on  administrative  matters  varies 
from  center  to  center,  but  it  may  approach  30  percent  of  the  FNPs 
time.  In  effect,  the  FNPs  are  responsible  for  running  a  small  business 
insuring  that  income  and  outgo  are  in  equilibrium.  FNPs  further  are 
responsible  for  maintaining  not  only  the  medical  records  in  the  clinic, 
but  alscTare  responsible  for  the  maintenance  of  the  clinic's  financial 
records.  The  Office  of  Rural  Health  Services  has  provided  a  standard- 
ized set  of  medical  records  and  a  standardized  bookkeeping  system  to 
facilitate  the  administrative  duties  of  the  nurse  practitioner.  Each  of  the 
centers  is  staffed,  in  addition  to  the  nurse  practitioner,  by  a  receptionist 
whose  duties  are  to  arrange  patient  scheduling,  telephone  inquiries,  and 
maintain  bookkeeping  activities.  Each  of  the  centers  also  is  staffed  by  a 
medical  assistant  who  carries  out  the  laboratory  procedures  at  each  of 
the  settings. 

Providing  Medical  Care 


The  rural  health  center  operates  much  like  a  private  physician's  of- 
fice. The  actual  providing  of  primary  medical  care  is  a  combined  effort 
of  the  nurse  practitioner(s)  and  the  backup  doctor.  The  FNP  functions 
within  the  range  of  activities  described  in  a  contract  with  the  backup 
physician  approved  by  the  joint  subcommittee  of  the  Board  of  Medical 
Examiners  and  the  North  Carolina  Board  of  Nursing.  The  nurse  practi- 
tioner provides  primary  medical  care  quickly  for  the  treatment  of  most 
health  problems.  The  NP  gives  physical  exams  for  jobs,  for  school,  and 
for  simple  health  maintenance.  She  provides  diagnosis  and  treatment 
for  colds,  flu,  sore  throats,  and  other  illnesses;  for  infections,  cuts, 
bruises,  and  for  most  injuries.  The  nurse  practitioner  further  provides 
continuous  care  for  such  health  problems  as  high  blood  pressure,  dia- 
betes, and  other  chronic  conditions  or  illnesses.  Additional  care  pro- 
vided by  the  center  is  in  the  area  of  child  care,  providing  both  pre-  and 
post-natal  care,  care  of  babies  and  children,  and  well  children  mainten- 
ance. The  center  provides  emergency  first  aid,  vaccinations,  a  full  range 
of  laboratory  services,  including  blood  tests,  electrocardiograms,  and 
Pap  tests.  Conditions  which  are  diagnosed  by  nurse  practitioners  but  are 
outside  the  range  of  their  training  and  activities  are  referred  either  to 
the  backup  physicians  or  to  specialists  in  the  particular  area. 

The  nature  of  the  backup  physician  varies  somewhat  from  center  to 
center.  The  backup  physician  may  be  a  single  physician  or  the  backup 
physician  may  be  a  group  practice.  The  group  practice  setting,  i.e.,  a 
local  clinic,  is  probably  more  prevalent  in  North  Carolina.  Thejbackup 
_physician's  role  is  to  provide  a  source  of  immediate  information  to  the 
nurse  practitioner  in  addition  to  providing  the  previously  described 
standing  orders  or  protocols.  The  backup  physician  visits  the  rural 
health  center  on  a  regular  basis,  which  again  varies  from  center  to 
center.  Generally,  the  physician  extender  and  ORHS  want  the  physician 
to  come  to  the  center  at  least  one  afternoon  a  week.  The  backup 
physician  also  may  spend  anywhere  from  15  minutes  to  an  hour  a  day 
in  consultation  with  the  nurse  practitioner  by  either  telephone  or  radio 
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communication.  In  addition  to  seeing  patients  while  at  the  center,  the 
doctor  must  also  review  and  sign  the  medical  records  maintained  by  the 
nurse  practitioner.  All  records  must  be  reviewed  within  72  hours. 

The  relationship  between  the  nurse  practitioner  and  the  backup 
physician  or  physicians  is  very  important.  The  nurse  practitioner  prac- 
tices medicine  from  a  protocol,  or  standing  orders,  provided  by  the 
backup  physician.  This  means  simply  that  the  backup  physician  has  left 
a  volume  with  the  nurse  practitioner  which  provides  a  diagnosis  and 
treatment  for  a  full  range  of  medical  situations.*  In  other  words,  for  a 
specific  illness  or  condition,  the  nurse  has  a  written  diagnosis  and  treat- 
ment that  must  be  followed.  This  is  in  accordance  with  the  contract 
with  the  backup  physician,  that  has  been  previously  approved  by  the 
joint  subcommittee  of  the  Board  of  Medical  Examiners  and  of  the 
North  Carolina  Board  of  Nursing.  Therefore,  again,  in  the  legal  sense, 
the  nurse  practitioner  is  operating  as  an  extension  of  the  backup  physi- 
cian and  is  practicing  under  the  supervision  and  direction  of  the  doctor. 
These  standing  orders  and  protocols  become  the  operating  model  for 
the  nurse  practitioner. 

In  each  practice  setting  in  a  rural  health  center  constant  communica- 
tion is  maintained  between  the  nurse  practitioner  and  supervising  physi- 
cian. The  health  centers  are  open  to  provide  medical  care  on  a  40-hour- 
a-week  basis.  Although  many  nurse  practitioners  are  called  upon  to 
deliver  medical  assistance  beyond  the  standard  eight-hour  day,  they  still 
have  means  of  staying  in  communication  with  their  backup  physician, 
either  through  telephone  consultation  or  in  some  instances,  radio  com- 
munication with  the  supervising  physician. 

Financial  Operations 

As  already  mentioned,  the  rural  health  centers  were  expected  to 
become  financially  self-sufficient,  and  three  years  was  thought  to  be  a 
reasonable  time  period  for  this  to  occur.  The  population  of  the  immedi- 
ate area  and  the  demand  for  primary  health  care  are  obviously  more 
important  determinants  of  volume.  The  most  important  factor  in 
achieving  financial  independence  is  patient  volume.  Obviously  the  mar- 
ketplace exerts  a  definite  ceiling  on  the  prices  that  can  be  charged  for 
services.  The  charges  for  office  calls  range  from  $7.00  to  $9.50  among 
the  state-supported  rural  health  centers. 

Volume  is  affected  by  a  number  of  other  factors,  too.  ORHS  officials 
believe  that  a  major  factor  is  patients'  perceptions  of  the  working  rela- 
tionship between  the  center/FNP  and  doctor(s).  It  is  important  that  the 
patients  think  of  the  rural  health  center  as  an  extension  of  the  physi- 
cian's practice.  Another  important  element  is  the  extent  to  which  doc- 
tors will  refer  patients  to  the  rural  health  centers.  Refusal  by  physicians 
to  make  such  referrals  will  significantly  lower  patient  volume.  Stability 
of  personnel  at  the  center  is  considered  another  important  variable. 
Indeed  one  of  the  centers  which  has  a  rather  low  percentage  of  cost 
recovery  is  a  center  that  has  had  several  FNPs.  Rural  North  Carolinians 
apparently  prefer  a  doctor-patient  relationship  that  is  constant.  An- 
other factor  related  to  stability  is  the  desirability  of  a  system  that 
insures  minimal  interruption  of  service  (changes  in  office  hours).  Pres- 
ently, in  most  instances,  if  the  FNP  is  sick  or  for  any  of  a  number  of 
reasons  cannot  come  to  the  center,  then  the  center  must  be  closed.  No 


*For  more  information  about  these  protocols,  see  Hoole,  Greenberg,  and  Pickaid,  Patient 
Care  Guidelines  for  Family  Nurse  Practitioners,  (Little  Brown  &  Co.:  Boston,  1976). 
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method  has  yet  been  devised  in  North  Carolina  to  provide  the  FNP  with 
a  substitute  when  needed,  although  in  some  instances  the  backup  physi- 
cians are  hiring  their  own  FNP  when  the  regular  FNP  must  be  away  for 
any  length  of  time. 

Initially,  the  centers  are  staffed  by  only  one  nurse  practitioner;  how- 
ever, as  patient  load  increases,  an  additional  nurse  practitioner  or  other 
medical  staff  may  be  brought  into  place.  The  center  may  in  some  cases 
employ  a  registered  nurse  to  help  with  the  patient  load  assumed  by  the 
FNP.  Almost  all  of  the  centers  are  designed  so  that  two  FNPs  can 
practice  at  the  facility.  Where  there  are  two  nurse  practitioners  practic- 
ing in  the  same  setting,  the  lines  of  authority  must  be  carefully  delin- 
eated. Although  two  nurse  practitioners  will  generate  more  patients  and 
therefore  more  revenue  for  the  center,  it  is  not  clear  that  two  FNPs  will 
insure  enough  volume  to  guarantee  economic  self-sufficiency.  Figure  2 
shows  the  monthly  build-up  in  patient  volume  at  one  center  over  a 
30-month  period.  It  is  apparent  that  volume  develops  over  time  and  like 
other  businesses  has  good  months  and  bad. 

Figure  2 

PATIENT   REGISTRATION  AT  BLADENBORO  HEALTH  CENTER 
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Sources  of  revenue  for  patient  payment  to  the  centers  are  the  same 
as  those  available  in  the  private  sector.  Patient  payments  made  to  the 
centers  are  either  directly  from  the  patient,  from  Medicaid,  from  third 
party  insurance  carriers,  or,  infrequently,  from  Medicare.  The  problem 
with  Medicare  is  that  it  does  not  ordinarily  pay  for  services  not  ren- 
dered by  a  physician.  No  charge  is  made  to  Medicare  cardholders;  how- 
ever, Medicare  revenues  are  charged  on  the  books  as  accounts  receiv- 
able. It  seems  probable  that  Medicare  reimbursement  would  increase 
volume  since  some  Medicare  cardholders  undoubtedly  bypass  RHC  be- 
cause: (1)  they  conclude  the  health  care  is  inferior,  or  (2)  they  don't 
want  to  be  a  financial  burden  on  the  local  health  center  and  they  may 
be  subtly  encouraged  to  go  elsewhere.*  There  is  some  prospect  of  the 


*A  survey  of  13  rural  health  centers  in  the  Northwest  indicated  that  the  proportion  of 
geriatric  patients  was  low  in  the  remote  health  practices  sampled.  New  Health  Practitioners  in  ' 
Remote  Practices  Conference  Proceedings,  University  of  Washington  Lake  Wilderness  Contin- 
uing Education  Center,  October  20-22,  1975,  p.  26. 
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Table  4 

FIRST  YEAR  BUDGETS  FOR  CLINGMAN 
&  NEWTON  GROVE  MEDICAL  CENTERS 


Expense  Items 

Newton  Grove 

Clingman 

Personnel 

$45,103 

$41,220 

Physician  Coverage 

15,000 

9,930 

Facility  Costs 

3,100 

3,841 

Travel 

1,000 

966 

Communications 

1,800 

2,304 

Office  Consumables 

1,600 

1.345 

Medical  Consumables 

4,000 

2,400 

Insurance 

1,000 

1,210 

Accounting  Services 

300 

990 

External  Laboratory 

4,000 

2,000 

Miscellaneous 

500 

0 

Operating  Reserve 

7,000 

Operating  Expenditures 

$77,403 

$73,206 

Operating  Collections 

$37,000 

S23.205 

Source:   Based  on  monthly  reports  prepared  by  Newton  Grove  &  Clingman 
rural  health  centers. 


federal  law  being  changed,  making  Medicare  payments  available  for 
services  rendered  by  a  nonphysician.  Recently,  hearings  have  been  held 
on  this  problem  and  testimony  was  offered  by  representatives  of  the 
State  of  North  Carolina,  including  Governor  James  Hunt.  Were  Medi- 
care payments  to  become  available  as  a  source  of  patient  revenue  to  the 
centers,  many  centers  could  become  self-sufficient  that  otherwise 
would  not.  Bad  debts  for  the  centers  generally  run  less  than  10  percent. 
According  to  a  Stanford  Research  Institute  study,  97  to  98  percent  is 
the  normal  in  rural  practices.**  In  all  likelihood,  collections  would 
increase  once  the  state  subsidy  cushion  is  removed.  Because  of  the  full 
subsidy  there  is  not  much  pressure  to  strengthen  collection  efforts. 

Those  expenses  incidental  to  the  operation  of  a  rural  health  center 
are  again  much  the  same  as  those  necessary  and  incidental  to  the  opera- 
tion of  any  other  primary  health  service  provider.  Those  expenses  are: 
personnel,  maintenance  and  upkeep  of  the  facility,  communications, 
office  supplies,  medical  supplies,  insurance,  accounting  and  bookkeep- 
ing and  auditing  services,  external  laboratory  services,  travel,  and  other 
miscellaneous  expenses.  A  budget  item  not  incidental  to  the  privately 
operated  medical  center  or  clinic  would  be  that  of  payments  made  for 
physician  backup. 

The  range  of  compensation  again  varies  greatly  and  in  many  cases 
physician  compensation  is  the  largest  budget  item.  Usually  the  backup 
physician  is  paid  a  retainer  of  $1,500  to  $2,000  plus  a  fee  based  on 
monthly  hours  of  service.  A  normal  rate  schedule  is  $35  an  hour.  The 
average  compensation  paid  to  the  backup  physician  by  the  rural  health 
center  has  been  approximately  $8,000  annually  with  a  range  of  $6,000 
to  $20,000  annually. 

**Cited  in  New  Health  Practitioners  in  Remote  Practices,  p.  73. 
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Each  of  the  local  centers  reports  monthly  to  the  Office  of  Rural 
Health  Services  providing  the  total  number  of  patients  seen  for  the 
month,  new  patients  registered  into  the  center  program,  and  the  reve- 
nue. Additionally,  the  monthly  balance  sheet  gives  a  report  of  expendi- 
tures for  the  month  and  shows  those  expenditures  as  related  to  the 
annual  budgeted  amount  for  each  particular  line  item.  A  copy  of  this 
monthly  report  form  is  included  in  Appendix  A. 

Table  4  presents  the  yearly  budgets  for  two  of  the  centers,  Newton 
Grove  and  Clingman.  Clingman  has  two  FNPs  while  Newton  Grove  has 
one.  From  the  budgets,  one  can  recognize  the  importance  of  physicians' 
fees  as  well  as  the  variation  between  centers. 

It  also  appears  that  both  centers  are  projecting  rather  substantial 
deficits  in  their  operations,  the  First  full  year  for  each.  Table  5  shows 
the  actual  financial  operations  for  two  months  at  the  Newton  Grove 
Center,  thus  giving  a  better  idea  about  day-to-day  operating  costs. 


Table  5 

SUMMARY  OF  FINANCIAL  OPERATIONS 
NEWTON  GROVE  MEDICAL  CENTER 


December  1976 

November  1976 

Personnel 

$2,627.52 

$2,888.53 

Physician  Coverage 

3,106.23 

0 

Facility  Costs 

381.80 

96.64 

Travel 

50.00 

30.00 

Communications 

207.02 

146.81 

Office  Consumables 

88.89 

0 

Medical  Consumables 

443.23 

78.32 

Accounting  Services 

300.00 

0 

External  Laboratory 

298.78 

0 

Miscellaneous 

58.90 

0 

Operating  Reserve 

Operating  Expenditures 

7,562.37 

3,240.30 

Operating  Collections 

2,192.60 

3,209.40 

Balance 

(5,369.17) 

(30.90) 

During  December,  the  center  was  open  19  days  and  had  341  patient 
visits  for  a  daily  average  of  17.8.  Total  charges  for  the  month  were 
$3,088.55.  In  November,  the  Newton  Grove  Center  was  open  20  days 
and  had  406  patient  visits  for  a  20.3  daily  average.  Charges  for  the 
month  were  53,793.90. 

An  interesting  note  to  the  financial  operation  of  the  North  Carolina 
rural  health  center  is  that  the  first  SI  5,000  of  revenue  generated  by  the 
center  is  placed  aside  or  "banked1'  for  future  need.  The  "future  need" 
of  the  center  quite  likely  comes  to  play  in  the  fourth  year  of  its  opera- 
tion when  the  state  subsidy  is  allegedly  or  at  least  ostensibly  to  have 
ended.  The  $15,000  plus  any  interest  could  well  be  used  to  keep  the 
center  in  operation  without  the  state  subsidy. 


21 


V. 

ASSESSING 

NORTH 

CAROLINA'S 

RURAL 

HEALTH 

CENTERS 


The  temptation  is  to  begin  and  end  this  chapter  with  a  quotation 
from  one  of  the  board  members  of  the  East  Bend  Rural  Health  Center: 

"I've  lived  here  all  of  my  life  and  this  is  the  best,  most  accessible 
medical  care  we've  ever  had." 

Making  primary  health  care  available  to  more  North  Carolinians  is 
the  chief  goal  of  the  Office  of  Rural  Health  Services.  And,  the  chief 
means  of  reaching  this  goal  was  the  initial  establishment  of  rural  com- 
munity primary  medical  centers  that  would  become  financially  self- 
sufficient. 


Bringing  Primary  Health  Care  to  Rural  Residents 

Through  February  1977,  14  rural  health  centers  were  in  operation 
and  three  more  were  in  some  stage  of  development  and  will  be  operat- 
ing by  June  1977.  Total  patient  enrollment  is  27,231.  It  is  projected 
that  when  the  17  RHCs  are  operating,  the  number  of  patients  will  be 
51,000.  The  office  reports  that  health  center  "encounters"  are  now 
occurring  at  the  rate  of  240  per  day  or  an  annual  rate  of  60,000. 
Among  individual  health  centers,  utilization  over  the  past  12  months 
ranges  from  a  high  of  4,829  patients  and  9,321  encounters  to  a  low  of 
892  patients  and  2,675  encounters. 

It  would  be  inaccurate  to  claim  that  these  27,231  rural  North  Caro- 
linians received  no  medical  care  prior  to  the  development  of  the  RHC 
program.  On  the  other  hand,  one  can  argue  that  the  vast  majority 
perceive  themselves  as  getting  better  or  more  accessible  medical  care  (or 
both)  or  they  would  not  patronize  the  centers.  This  is  not  free  or 
necessarily  even  cheaper  medical  care;  therefore,  price  cannot  explain 
the  patient  loads  at  the  new  centers.  Center  staff  indicate  that  it  is  not 
uncommon  for  patients  to  travel  20  or  25  miles  for  medical  care. 

In  addition,  as  mentioned  previously,  65  physicians  have  been  placed 
in  rural  communities.  In  two  instances,  physicians  chose  one  of  the 
RHCs  as  the  location  for  their  practice.  In  five  other  instances,  physi- 
cians chose  to  provide  backup  services  to  a  medical  extender  at  one  of 
the  14  operating  RHCs. 

In  terms  of  meeting  most  of  the  needs  of  most  of  the  community, 
the  RHCs  appear  to  be  doing  a  good  job.  One  estimate  is  that  90 
percent  of  an  individual's  health  needs  can  be  met  by  the  centers.  At 
the  same  time  the  evidence  is  that  all  segments  of  the  RHC  communi- 
ties obtain  medical  care  at  the  community  center.  The  nurse  practition- 
ers interviewed  believed  that  all  elements  of  the  area's  population  are 
being  served.  This  view  was  confirmed  by  DHR  officials  and  legislators. 
Recognizing  that  the  centers  must  generate  the  volume  to  bring  reve- 
nues up  to  expenses,  both  the  local  citizens  and  the  ORHS  are  very 
careful  in  the  planning  and  development  stages  to  include  all  social  and 
income  groups  in  the  area.  Usually,  this  results  in  a  Health  Center  Board 
of  Directors  that  is  representative  of  the  community  at-large.  The  com- 
munity-wide canvas  for  contributions  is  also  a  manifestation  of  the 
belief  that  all  parts  of  the  community  must  be  involved  if  the  project  is 
to  succeed.  Charges  set  for  office  calls  also  are  adjusted  to  compete 
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with  the  fee  schedules  of  other  providers  in  the  area. 

Of  course,  the  rural  health  centers  can  never  meet  all  the  needs  of  a 
community's  citizens.  Prenatal  and  neonatal  care  are  provided  but  ac- 
tual child  delivery  is  not.  This  means  that  the  OB  patient  must  leave  the 
RHC  health  care  system  for  this  particular  service.  Thus,  the  patient 
may  be  inclined  to  stay  out  of  the  RHC  system— or  never  come  into 
it— for  subsequent  postnatal  and  pediatric  care.  Undoubtedly,  this  af- 
fects volume  at  the  clinic  and  may  often  mean  that  entire  families 
obtain  medical  service  elsewhere.  Other  medical  needs  and  illnesses  also 
require  the  patient  to  leave  the  RHC  system  and  this  might  be  con- 
sidered a  shortcoming  of  this  concept  in  primary  health  care.  However, 
there  has  been  no  suggestion  by  North  Carolina  officials  that  referrals 
are  not  accomplished  expeditiously. 

On  the  subject  of  quality  of  the  actual  care  provided,  no  definitive 
answer  can  be  expected  for  quite  some  time,  if  ever.  Again,  the  quote 
that  led  off  this  chapter  may  represent  the  best  answer.  However,  it  is 
worth  noting  that  interviews  with  several  M.D.s,  including  the  president 
of  the  medical  society,  legislators,  and  others  close  to  the  health  care 
system  in  North  Carolina,  revealed  no  concern  over  the  quality  of  the 
care  that  is  being  provided.  Through  the  first  three  years  of  the  pro- 
gram, only  one  medical  extender  has  been  terminated.  (Several  have  left/ 
for  various  reasons,  including  more  pay.)  The  nurse  practitioners  gen- 
erally are  satisfied  with  their  training.  They  are  reasonably  clear  as  to 
what  medical  problems  they  can  treat,  what  ones  they  cannot  treat,  and 
what  action  they  are  supposed  to  take  in  these  latter  situations.  Perhaps 
evidence  of  adequate  medical  care  is  that  there  have  been  no  malprac- 
tice suits. 
The  Self- Sufficiency  of  Rural  Health  Centers 

At  the  outset  of  the  program,  it  was  decided  that  rural  health  centers 
would  be  private,  fee-for-service  clinics  that  would  receive  a  state  sub- 
sidy only  in  the  early  years  until  they  could  be  self-sufficient— that  is 
until  they  could  generate  revenues  that  would  equal  or  exceed  the  cost 
of  providing  the  services.  The  reasons  for  this  decision  were  program- 
matic, financial,  and  political,  and  were  described  earlier. 

During  the  first  partial  year,  1973-74,  the  clinics'  charges  totaled 
$8,222.  By  1975-76  charges  were  $496,894,  and  based  on  six  months 
of  1976  the  1976-77  FY  should  see  total  charges  in  the  neighborhood 
of  $620,000.  Charges,  of  course,  are  not  the  same  as  collections. 

Within  the  next  few  months,  the  first  centers  will  complete  three 
years  of  operation.  It  is  clear  that  some  of  these  will  not  reach  the 
break -even  point,  and,  in  fact,  it  is  probable  that  some  of  the  rural 
health  centers  may  never  break  even.  Nevertheless,  several  are  doing 
quite  well.  Table  6  shows  the  financial  status  of  the  14  operating  cen- 
ters as  of  December  1 976. 

It  is  clear  from  Table  6  that  the  length  of  time  a  center  has  been 
operating  is  extremely  important  in  explaining  the  size  of  the  deficit. 
The  ORHS  reports  that  centers  average  4,098  "encounters"  in  their 
first  year  and  5,216  in  then  second  year.  This  is  an  increase  of  27.3 
percent.  The  average  increase  in  the  third  year  will  probably  be  less 
dramatic.  In  terms  of  income,  this  change  in  patient  volume  from  the 
first  to  second  year  is  approximately  $10,000. 

Medicare  billings  amount  to  10  percent  to  20  percent  of  patient 
income,  and  are  included  in  the  patient  charges  calculations  shown  in 
Table  6.  Thus,  while  this  is  an  accurate  way  to  show  the  amount  of 
business  centers  are  generating,  it  understates  the  actual  deficits  in  op- 
erations. 
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2 

1 00%  or  more 

3 

80%  or  more 

2 

70%  or  more 

2 

60%  or  more 

3 

30%  or  more 

2 

operated  less  than  6  months 

Table  6 
FINANCIAL  STATUS  OF  14  RURAL  HEALTH  CENTERS 

Number  of  Centers         Charges  asa%  of  Expenses        Length  of  Time  in  Operation 


25  mos.,  24  mos. 

30  mos.,  18  mos.,  28  mos. 

34  mos.,  21  mos. 

25  mos.,  15  mos. 

1 1  mos.,  13  mos.,  6  mos. 


Source:  Office  of  Rural  Health  Services,  12/76.  The  tabic  requires  additional  comments. 
In  the  case  of  the  two  centers  that  have  already  become  self-sufficient,  there  are 
extenuating  circumstances.  One  of  them  has  attracted  a  physician  who  now  con- 
ducts his  practice  at  the  center  which  has  increased  the  patient-load.  The  other 
has  essentially  become  a  federal  center.  In  this  latter  instance,  the  community 
board  has  decided  it  wants  to  greatly  enlarge  the  center's  operation  and  has  ob- 
tained a  large  grant  from  the  Bureau  of  Community  Services'  Rural  Health  Ini- 
tiatives Program  (HEW).  The  ORHS  no  longer  subsidizes  this  center. 

Bad  debts  in  general  are  not  considered  high,  less  than  10  percent  at 
almost  all  centers.  Percentagewise,  they  will  probably  be  lower  when 
the  state  subsidy  is  threatened  and  the  pressure  becomes  stronger  to 
increase  revenues  and/or  decrease  costs. 

Overall,  the  state  subsidy  is  not  enormous  by  most  standards.  For  the 
fiscal  year  1976,  the  subsidy  applied  to  operating  deficits  of  the  centers 
in  operation  was  $563,005.  The  estimate  for  FY  1977  is  $595,000.  For 
a  center  whose  charges  equal  60  percent  of  expenses  during  the  year, 
the  actual  state  subsidy  would  be  roughly  $20,000. 

In  evaluating  the  financing  and  administration  of  the  ORHS'  health 
centers,  comparisons  are  difficult.  A  useful  comparison  would  be  with 
health  centers  constructed  and  operating  under  the  Federal  Community 
Health  Centers  program  or  the  Appalachian  Regional  Commission  pro- 
gram. Generally,  however,  it  is  believed  that  the  North  Carolina  state 
program  is  less  expensive  and  a  number  of  reasons  are  suggested.  First, 
construction  costs  under  federal  wage  requirements  and  building  stan- 
dards are  higher  than  in  the  ORHS  program.  Some  of  the  early  federal 
health  centers  were  built  to  serve  upwards  of  10,000  individuals;  North 
Carolina's  centers  do  not  envision  such  patient-loads.  The  planned  pa- 
tient-load of  the  federally  supported  centers  also  resulted  in  the  devel- 
opment of  large  paramedical  and  outreach  staffs.  Another  high  cost 
factor  for  federal  centers  is  the  frequent  use  of  expensive  ancillary 
transportation  systems.  Finally,  some  of  the  federally  funded  health 
centers  have  retained  and  paid  fees  to  a  variety  of  specialists  not  usually 
attached  to  the  state  clinics. 

Continuing  Questions 

In  reviewing  this  innovative  North  Carolina  program  a  number  of 
items  were  revealed  that  raise  questions.  Neither  individually  nor  as  a 
group  are  they  important  enough  to  call  into  question  the  overall  suc- 
cess of  the  health  center  program.  They  are  mentioned  here  simply  as  a 
reminder  to  officials  in  other  states  who  might  be  considering  similar 
programs. 

It  is  believed  that  present  ORHS  reporting  requirements  are  not  ex- 
cessive. Nevertheless,  one  nurse  indicated  she  spent  30  percent  of  her 
time  on  administrative  matters.  Prior  to  being  joined  by  another  nurse 
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practitioner,  the  amount  of  administrative  time  was  said  to  be  even 
greater.  If  this  is  an  accurate  estimate  and  if  it  applies  to  physician 
extenders  at  other  centers,  it  is  a  cause  for  some  concern. 

Where  the  state  is  no  longer  required  to  subsidize  operations,  what 
will  be  its  role?  Will  it  continue  to  provide  management  assistance?  Will 
this  cause  any  problems  when  the  number  of  centers  is  doubled  or  even 
tripled?  Or  will  the  size  of  the  ORHS  staff  simply  be  enlarged?  As  the 
comparative  data  on  operations  becomes  more  fully  developed  in  terms 
of  experience  factor  and  type  of  information,  it  will  become  more 
valuable  for  RHC  management.  Will  the  ORHS  be  able  to  require  that 
RHCs  report  such  information?  How  much  RHC  staff  time  will  be 
required? 

In  the  actual  operation  of  the  health  centers  there  are  a  couple  of 
gray  areas,  for  example,  "after  hours"  medical  service.  While  the  cen- 
ters are  only  supposed  to  be  open  40  hours  a  week  because  that  is  when 
backup  physicians  are  available,  in  fact  physician  extenders  do  get  calls 
on  weekends  and  at  night.  This  can  put  the  nurse  practitioner  in  an 
awkward  position  and  might  have  significant  legal  implications. 

Another  operational  problem-and  one  for  which  there  may  be  no 
perfect  solution-is  that  during  the  day  it  may  be  impossible  to  contact 
the  backup  physicians  for  a  variety  of  reasons.  Furthermore,  in  a  couple 
of  instances  it  appears  the  backup  physician  is  spending  less  and  less 
time  at  the  clinic.  Besides  presenting  the  nurse  practitioner  and  the 
center's  board  of  directors  with  a  sticky  personnel  and  programmatic 
problem,  such  a  situation  could  adversely  affect  volume.  An  assumption 
made  by  the  ORHS  is  that  patient  volume  is  related  to  patients'  percep- 
tions of  the  proximity  of  physician  backup.  Of  course,  a  clear  and 
workable  contract  can  help  to  minimize  these  difficulties. 

Another  operational  area  that  may  require  some  refinement  is 
FNP/PA  salaries.  Like  any  private  clinic,  patients  are  charged  a  fee  for 
services  provided.  The  FNP/PA  is  a  salaried  employee  of  the  board  of 
directors  and,  therefore,  income  will  not  increase  in  proportion  to  the 
work  performed,  and  the  latter  may  increase  substantially.  Since  the 
health  centers  are  unlikely  to  pay  their  own  way  within  the  first  24  to 
30  months,  any  pay  increases  will  be  minimal.  At  the  same  time,  FNPs 
may  observe  that  the  clinic  expense  item,  "Physician  Coverage"  is  in- 
creasing with  the  increase  in  volume.  FNPs  may  take  the  view  that  they 
have  the  same  responsibilities,  same  hours,  and  the  same  business  head- 
aches as  their  colleagues  in  the  health  field,  but  nothing  approaching 
the  same  income.  Also,  in  North  Carolina,  FNPs  in  other  roles  frequent- 
ly receive  higher  salaries  than  RHC-based  FNPs  and  have  only  the  prob- 
lems related  to  health  care,  not  the  problems  associated  with  running  a 
small  business.  Since  the  FNP  can  only  marginally  control  major  costs 
and  must  refer  "big  ticket"  items  such  as  surgery,  it  may  be  necessary 
to  devise  some  means  to  provide  the  FNPs  with  financial  incentives 
beyond  base  salaries. 

What  happens  if,  through  the  state's  physician  recruitment  program, 
an  M.D.  is  attracted  to  a  nearby  town  and  the  ensuing  practice  in  the 
immediate  area  seriously  reduces  the  volume  at  the  rural  health  center? 
Does  the  state  have  an  obligation  to  the  FNP/PA  or  to  the  community 
health  center  corporation? 

The  workload  of  the  FNP/PA  leads  to  another  potential  problem- 
longevity.  It  is  commonly  believed  that  physicians  often  leave  rural 
areas  or  will  not  consider  practicing  in  rural  areas  because  the  hours  are 
very  long,  vacations  few,  and  the  financial  rewards  much  smaller  than 
for  physicians  in  cities.  The  same  factors  are  likely  to  exist  for  nurse 
practitioners.  It  remains  to  be  seen  if  nurses  can  retain  the  high  level  of 
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commitment  and  dedication  that  will  result  in  long-term  medical  care 
to  the  community,  perhaps  20  or  30  years.  Figures  provided  by  the 
Appalachian  Regional  Commission  indicate  that  the  average  stay  is  2.5 
years  unless  the  PA/FNP  is  from  the  area.  This  seems  to  support  the 
ORHS'  preference  for  recruiting  FNPs  from  the  area. 

For  now,  the  RHC  program  is  working  well.  More  than  27,000  rural 
North  Carolinians  are  using  the  medical  care  provided  at  the  centers. 
The  nurse  practitioners  appear  to  have  few  complaints.  State  legislators 
have  heard  few  complaints.  Neither  they  nor  the  present  governor  are 
likely  to  let  the  program  or  any  of  its  clinics  terminate.  Indeed  most 
individuals  with  an  interest  in  health  care  in  North  Carolina  are  counsel- 
ing the  ORHS  to  expand  the  program  to  substantially  increase  the 
number  of  rural  health  centers. 
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The  development  of  rural  health  centers  is  probably  an  idea  whose 
time  has  come,  at  least  in  states  with  large  rural  populations  not  served 
in  adequate  facilities.  North  Carolina  is  such  a  state.  Over  43  percent  of 
the  state's  physicians  reside  in  six  of  the  state's  100  counties.  Yet  these 
six  counties  contain  only  20  percent  of  the  state's  population.  More, 
than  one  half  of  the  North  Carolina  population,  roughly  2.7  million 
people,  reside  in  communities  of  less  than  2,500  population.  Some  of 
these  counties  and  many  of  the  small  towns  do  not  have  practicing 
physicians. 

A  number  of  factors  would  seem  to  point  toward  successful  imple- 
mentation of  rural  primary  care  centers.  Chief  among  them  would  be 
absolute  size  of  the  rural  population,  population  density  and  the  num- 
ber of  small  towns,  and  the  number  of  physicians.  North  Carolina  ranks 
12th  in  the  United  States  in  terms  of  population  (Bureau  of  Census 
1973  estimate)  and  its  population  density  is  108.7,  ranking  it  19th. 
Only  one  state,  Pennsylvania,  has  a  larger  rural  population  than  North 
Carolina's  2.5  million.  A  large  number  of  small  towns  is  likely  to  mean 
numerous  towns  without  physicians  or  with  aging  physicians.  North 
Carolina  has  146  towns  with  a  population  between  1,000  and  2,500 
(1970  census).  Six  states  have  more  rural  towns  in  this  range.  North 
Carolina  also  has  25  1  places  under  1 ,000  population. 

On  the  other  side  of  the  demand-supply  equation.  North  Carolina 
ranks  low,  35th.  in  terms  of  number  of  practicing  physicians.  A  1976 
survey  of  areas  with  critical  shortages  of  medical  providers  indicates 
that  North  Carolina  has  38  areas  designated  critical  shortage  areas  (usu- 
ally counties).  Only  eight  states  had  more  counties  with  critical  medical 
shortages,  but  almost  all  reasonably  large  states  had  numerous  shortage 
areas.  Table  7  groups  states  according  to  their  ranking  in  several  of 
these  categories. 


Table  7 


SELECTED  CHARACTERISTICS  OF  STATES 
RELATED  TO  RURAL  MEDICAL  DEMAND 


Rural  Population  Living  in  Places  Under  1.000  Population 


Over  2  million: 


1  million-2  million 


Less  than  1  million: 


Pennsylvania*,  NORTH  CAROLINA*,  New  York*, 
Ohio*,  Michigan. 

Texas.  Georgia*.  California*,  Virginia.  Indiana,  Illi- 
nois, Kentucky*,  Tennessee*,  Alabama*,  Wisconsin, 
South  Carolina,  Missouri,  Minnesota,  Florida.  Louisi- 
ana, Mississippi.  Iowa. 

West  Virginia*.  Maryland.  Washington*.  Oklahoma, 
Arkansas,  Massachusetts.  New  Jersey,  Connecticut. 
Oregon,  Kansas,  Nebraska,  Maine,  Colorado,  North 
Dakota,  New  Hampshire.  South  Dakota,  Montana, 
Idaho,  New  Mexico,  Arizona.  Vermont,  Alaska. 
Hawaii,  Nevada,  Utah.  Rhode  Island.  Delaware, 
Wyoming. 
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Number  of  Rural  Places  of  1,000-  2,500 X 

Over  100  places  Pennsylvania,  Texas,  Illinois,  New  York,  Ohio,  Michi- 

gan, NORTH  CAROLINA,  Wisconsin,  Iowa,  Indiana, 
Minnesota,  California,  Missouri,  Georgia,  Florida. 

50- 100  places  Oklahoma,   Kansas,   Louisiana,  West  Virginia,  South 

Carolina,  Alabama,  Kentucky,  Tennessee,  Nebraska, 
Washington,  Mississippi,  Massachusetts,  Arkansas,  Vir- 
ginia, Oregon,  Maryland,  Maine. 

Less  than  50  places  New    Jersey,    Vermont,    North    Dakota,    Colorado, 

South  Dakota,  Montana,  Arizona,  New  Hampshire, 
Idaho,  Hawaii,  Connecticut,  Utah,  Alaska,  Wyoming, 
Delaware,  New  Mexico,  Nevada,  Rhode  Island. 


Number  of  Practicing  Physicians  (1974j~ 

Lowest  1/3  Alaska,  NORTH  CAROLINA,  Maine,  Nevada,  Ken- 

tucky, West  Virginia,  Montana,  South  Carolina,  Okla- 
homa, Indiana,  Iowa,  Wyoming,  North  Dakota,  Ala- 
bama, Arkansas,  Idaho,  Mississippi,  South  Dakota. 

Middle  1/3  Illinois,  Florida,  Utah,  Virginia,  New  Hampshire,  Del- 

aware, Ohio,  Missouri,  Texas,  Michigan,  Tennessee, 
Kansas,  New  Mexico,  Louisiana,  Wisconsin,  Georgia, 
Nebraska. 

Highest  1/3  Maryland,  New  York,  Massachusetts,  California,  Con- 

necticut, Vermont,  Colorado,  Rhode  Island,  Arizona, 
Washington,  Minnesota,  New  Jersey,  Hawaii,  Oregon, 
Pennsylvania. 

Critical  Medical  Shortage  Counties  (1976)3 

25  or  more  critical  shortage  counties:  Alaska,  Kentucky,  Texas,  Tennessee,  Mis- 
sissippi, Alabama,  Georgia,  West  Virginia,  NORTH  CAROLINA,  Virginia, 
South  Dakota,  Nebraska,  Pennsylvania,  Arkansas,  Florida,  California,  Michi- 
gan. 

12  to  25  critical  shortage  counties:  Wisconsin,  Kansas,  South  Carolina,  Okla- 
homa, Colorado,  North  Dakota,  Montana,  New  York,  Minnesota,  Louisiana, 
Ohio,  Indiana,  Oregon,  Washington,  New  Mexico,  Missouri,  Illinois. 

0  to  12  critical  shortage  counties:  Utah,  Iowa,  Arizona,  Vermont,  Wyoming, 
Maryland,  Idaho,  Nevada,  New  Hampshire,  Maine,  Connecticut,  Delaware, 
Massachusetts,  New  Jersey,  Rhode  Island,  Hawaii. 

Note:  In  each  of  the  groupings  the  listings  are  such  that  the  first  state  listed  and  the  last  state 
listed  represent  the  extremes  in  the  array  of  states.  For  example,  Pennsylvania  has  the  highest 
number  of  residents  living  in  places  under  1,000  population  and  Wyoming  has  the  fewest. 


*In  some  degree  of  rural  clinic  development. 

U.S.  Bureau  of  the  Census,  Characteristics  of  the  Population,  Volume  1,  Part  I,  Table  19 
Population  by  Size  of  Place  (1970). 

2 
U.S.  National  Center  for  Health  Statistics,  reported  in  United  States  Statistical  Abstract 

for  1976,  Table  116,  page  77. 

3 
U.S.  Federal  Register,  "Critical  Health  Manpower  Shortage  Areas,"  July  6,  1976.  (Pait  II 

DHEW,  Public  Health  Service). 

The  chief  ingredients  of  a  rural  health  program  are  (1)  a  funding 
plan  that  will  provide  dollars  for  construction  and  equipment,  (2)  bill 
paying  patients,  (3)  a  plan  for  dealing  with  or  minimizing  deficits,  (4) 
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the  ability  to  recruit  adequately  trained  physician  extenders,  (5)  ability 
to  obtain  the  services  of  backup  physicians,  (6)  laws  that  permit  physi- 
cian extenders  to  provide  medical  services  at  remote  facilities,  including 
procedures  for  prescribing  and  administering  drugs  to  the  remote  cen- 
ters' patients.  The  state  of  North  Carolina  has  created  an  organization 
to  facilitate  the  effective  coordination  of  all  these  parts. 

Underlying  almost  all  of  these  prerequisites  is  the  need  for  the  ap- 
proval of  organized  medicine  in  the  State.*  Opposition  will  make  it 
impossible  to  pursue  a  health  center  at  the  state  level,  and  in  fact,  the 
opposition  of  individual  local  physicians  will  probably  preclude  the 
development  of  health  centers  in  particular  areas  of  a  state. 

A  Coordinating  Agency 

There  are  several  components  to  the  health  center  program  that  must 
be  brought  together  in  a  timely  fashion  if  the  center  is  to  deliver  ade- 
quate services  and  have  any  hope  of  being  financially  self-sufficient. 
North  Carolina  appears  to  be  unique  among  states  in  that  it  has  created 
a  state  agency  to  coordinate  and  administer  the  program.  The  North 
Carolina  model  calls  for  a  careful  blend  of  state  and  local  financial  and 
administrative  input. 

The  skills  of  the  North  Carolina  staff  can  be  duplicated  elsewhere 
and,  therefore,  staffing  would  not  be  a  barrier  to  transferring  this  pro- 
gram. Specialists  in  community  organization  can  be  drawn  from  many 
state  and  local  citizen  participation  groups  or  community  advocacy 
groups.  In  addition,  other  states  could  easily  use  and  build  on  the 
statutes,  policies,  administrative  procedures,  training  programs,  organi- 
zational techniques,  and  physician  involvement  practices  developed  in 
North  Carolina. 

North  Carolina  chose  not  to  operate  the  program  through  the  DHR 
Division  of  Health  Services  (Public  Health  Service)  because  the  tradition 
of  county  health  departments  in  North  Carolina  was  not  closely  associ- 
ated with  the  goals  of  this  program.  Further,  an  alignment  with  the 
county  health  departments  might  have  reduced  the  flexibility  the  ex- 
perimental program  would  need  in  its  first  months  and  years.  Other 
states,  Tennessee  for  example,  have  involved  county  health  depart- 
ments. In  fact  they  have  used  the  rural  health  program  to  encourage 
these  public  agencies  to  provide  primary  health  care. 

A  state-level  agency  is  in  the  best  position  to  coordinate  the  legal, 
community,  staffing,  financial,  and  administrative  requirements  of  a 
health  center.  North  Carolina  has  provided  a  model  procedure  that 
other  states  could  follow. 

Initial  Funding 

Under  the  state  program  in  North  Carolina,  funds  for  construction 
and  equipment  are  provided  by  the  state  and  the  local  area  at  a  rate  of 
five  state  dollars  for  each  local  dollar.  The  cost  to  the  state  has  been 
slightly  less  than  560,000  for  each  center.  Local  contributions  have 
been  as  low  as  $10,000.  but  average  about  S30,000.  If  $10,000  cannot 
be  raised  locally,  there  may  be  serious  questions  as  to  the  ability  of  an 
area  to  support  a  self-sufficient  or  nearly  self-sufficient  clinic. 

The  experience  of  other  states,  however,  shows  that  there  are  numer- 


*The  American  Medical  Association  is  generally  supportive  of  the  concept  and  use  of 
physicians'  assistants.  A  copy  of  a  recent  statement  by  an  AMA  spokesman  appears  in  Appen- 
dix C. 
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ous  other  possibilities  for  obtaining  funds  to  be  used  for  construction. 
In  Pennsylvania,  New  York,  West  Virginia,  Tennessee,  and  Kentucky 
reliance  has  been  on  Appalachian  Regional  Commission  funds  to  cover 
80  percent  of  the  initial  costs  and  local  funds  (which  could  derive  from 
almost  any  source)  for  the  remainder.  Reportedly,  there  has  been  little 
trouble  obtaining  the  local  share. 

In  sum,  if  there  is  evidence  of  a  need  for  a  health  center  in  an  area, 
there  are  various  sources  and  combinations  of  sources  for  construction 
funds  for  health  centers.  It  is  doubtful  that  initial  costs  would  preclude 
a  state's  involvement  in  the  development  of  rural  health  facilities. 

Operating  Funds 

Operating  funds  are  not  as  easy  to  obtain  as  construction  funds. 
Individuals  and  organizations  are  not  anxious  to  contribute  money  that 
will  rapidly  disappear  into  operations.  Most  federal  funding  is  limited  in 
the  number  of  years  it  can  be  provided.  For  example,  Appalachian 
Regional  Commission  funds  and  most  Title  V  Commission  funds  (Pub- 
lic Works  and  Economic  Development  Act  of  1965)  cannot  go  beyond 
five  years.  The  Department  of  Health,  Education,  and  Welfare  Rural 
Health  Initiatives  Program  funds  and  Health  for  Under  Utilized  Rural 
Areas  Program  funds  also  have  a  time  limitation.  North  Carolina's  ap- 
proach has  been  to  try  to  make  the  centers  self-sufficient,  thereby 
eliminating  the  need  for  a  continuing  state  subsidy.  The  other  option 
may  be  frequent  requests  for  city  councilmen,  county  commissioners, 
the  state  legislature,  or  federal  officials  to  bail  out  a  center.  With  refer- 
ence to  transferability,  the  issue  is  simply  one  of  money,  management 

Table  8 

PHYSICIANS'  ASSISTANTS  LAWS  &  CERTIFICATION  REQUIREMENTS 


NCCPA  Certification 

NCCPA  Certification 

NCCPA  Certification 

No 

Required  (24) 

Pending  (7) 

Not  Required  (12) 

Arizona 

Legislation  (7) 

Alabama 

Alaska 

Delaware 

California 

Georgia 

Arkansas 

Louisiana 

Florida 

Illinois 

Colorado 

Minnesota 

Hawaii 

Indiana 

Connecticut 

Mississippi 

Idaho 

Oklahoma 

Kentucky 

Missouri 

Iowa 

Pennsylvania 

Massachusetts 

Montana 

Kansas 

Utah 

New  York 

New  Jersey 

Maine 

North  Carolina 

Maryland 

Rhode  Island 

Michigan 

Tennessee 

Nebraska 

Vermont 

Nevada 

Washington 

New  Hampshire 

New  Mexico 

North  Dakota 

Ohio 

Oregon 

South  Carolina 

South  Dakota 

Texas 

Virginia 

West  Virginia 

Wisconsin 

Wyoming 
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skills,  and  intent.  The  amount  of  subsidy  monty  required  will  depend 
on  controlling  costs,  effectively  marketing  the  service  including  setting 
prices,  carefully  selecting  locations,  and  maintaining  adequate  M.D. 
backup  participation. 

Legislators  will  quickly  recognize  that  once  the  state  begins  putting 
money  into  the  operations  of  these  centers  there  will  be  considerable 
pressure  to  continue  the  subsidy.  Moreover,  if  at  the  outset  the  com- 
munity board  and  clinic  staff  believe  that  the  state  (or  federal  govern- 
ment) will  not  continue  the  subsidy  indefinitely,  there  is  a  possibility 
that  the  clinic  can  break  even  in  three  or  four  years.  If  the  perception  is 
otherwise,  the  deficit  will  continue  and  will  probably  be  relatively  large. 
Perhaps  a  middle-ground  solution  based  on  a  state's  experience  would 
be  to  place  an  absolute  dollar  limit  or  percentage  limit  on  the  operating 
subsidy.  In  other  words,  if  the  population  is  great  enough  to  support  an 
average  25  or  30  clinic  visits  a  day,  then  a  North  Carolina-type  RHC 
program  can  be  adopted.  The  operating  funds  problem  can  be  greatly 
affected  by  state  action. 

Physician  Extenders 

In  the  case  of  rural  health  centers  sirnilar  to  the  ones  in  North  Caro- 
lina, the  laws  must  permit  nurse  practitioners  or  physicians  assistants 
to  provide  certain  medical  care  under  the  general  supervision  of  a  doc- 
tor in  a  setting  where  an  M.D.  is  not  usually  present.  In  one  form  or 
another,  the  PA  question  and  the  NP  question  have  been  addressed  by  a 
majority  of  states.  Because  of  definitional  differences  and  significant 
activity  by  states  in  recent  years,  various  figures  are  frequently  cited. 
The  listing  in  Table  8,  based  on  information  collected  by  the  National 
Commission  on  Certification  of  Physician's  Assistants,  suggests  that  43 
states  have  taken  some  specific  action  relative  to  PAs. 

Table  9 

STATES'  APPROACHES  TO  EXPANDING  REGISTERED  NURSE  PRACTICE 


Expanded  Definition 

More  Delegat 

ion 

Standardized 

Board  Guidelines 

ofRN 

by  M.D. 

Procedures 

Alaska 

Arizona 

Maine 

California 

Arizona 

California 

New  York 

Idaho 

California 

Colorado 

North  Carolina 

Tennessee 

Florida 

Connecticut 

Virginia 

Idaho 

Florida 

Indiana 

Illinois 

Maine 

Indiana 

Maryland 

Maryland 

Mississippi 

Minnesota 

Nevada 

Montana 

New  Hampshire 

Nebraska 

New  Mexico 

New  Jersey 

North  Carolina 

New  Mexico 

Pennsylvania 

New  York 

South  Carolina 

Oregon 

Utah 

Pennsylvania 

Virginia 

South  Carolina 

Washington 

Tennessee 

Wyoming 

Utah 
Vermont 
Washington 
Wyoming 

Source:      Bonnie  Bulloch.  "Influences  on  Role  Expansion,"  American  Journal  of  Nursing, 
September  1976. 
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Approximately  30  states  have  a  provision  which  spells  out  the  legal 
authority  and  responsibility  of  nurse  practitioners.  Almost  all  the  states 
shown  in  Table  9  have  amended  only  their  nursing  acts.  Virginia's 
amendment  is  in  the  medical  practice  act  and  as  noted  previously  both 
the  nursing  and  medical  portions  of  North  Carolina's  statutes  have  been 
changed. 

It  will  be  noted  that  the  categories  in  Table  9  are  not  mutually 
exclusive  and  some  states,  California  for  example,  have  moved  in  several 
directions  to  expand  RN  practice.  Expanded  definitions  refer  to  acts 
that  change  basic  definitions  to  include  some  autonomous  or  collabora- 
tive diagnostic  and  treatment  responsibilities. 

The  language  of  many  of  the  state  statutes  regarding  PAs  and  NPs  is 
open  to  various  interpretations.  For  example,  what  does  "under  the 
supervision"  of  a  medical  doctor  mean  in  terms  of  proximity?  There  are 
a  number  of  ways  the  relationship  can  be  handled  and  usually  they 
are  tied  to  certification  of  these  physician  extenders.  As  mentioned 
earlier,  state  laws  generally  fall  into  one  of  two  categories:  (1)  the 
physician  delegates  the  authority  to  perform  a  function  directly  to  the 
PA,  but  the  legal  responsibility  remains  with  the  physician,  or  (2)  a 
licensing  board  such  as  the  state  Board  of  Medical  Examiners  regulates 
the  certification  of  PAs  and  reviews  the  physician  extender-medical 
doctor  protocol.  In  any  event,  there  are  a  number  of  state' laws  from 
which  to  choose,  and  the  North  Carolina  law  provides  a  good  starting 
point. 

States  not  now  training  physician  extenders  should  not  be  prevented 
from  embarking  upon  a  RHC  program  since  there  are  literally  dozens  of 
schools,  including  three  in  North  Carolina,  that  train  various  types  of 
nurse  practitioners  and  physicians  assistants.  Besides  the  NCCPA  al- 
ready mentioned,  there  is  also  an  American  Academy  of  Physicians 
Assistants.  Although  North  Carolina's  ORHS  brings  together  the  back- 
up physician,  the  physician  extender,  the  community,  and  the  facility,  a 
rural  health  center  or  a  community  board  could  simply  go  into  the 
marketplace  and  negotiate  for  the  services  of  the  needed  medical  care 
provider.  A  1973  survey  indicates  that  25  states  have  at  least  one  insti- 
tution training  PAs.  (See  Appendix  B  for  the  listing  of  schools.) 

Educational  prerequisites  for  PA  training  usually  include  one  of  the 
following:  a  high  school  diploma,  two  years  of  college,  a  nursing  degree 
or  former  qualification  as  a  military  medical  corpsman.  Patient-care 
experience  also  is  a  prerequisite  for  many  of  the  programs.  In  most 
cases,  the  prerequisites  are  determined  by  the  school  providing  the 
training.  Being  a  registered  nurse  appears  to  be  a  prerequisite  for  nurse 
practitioner  training.  A  recent  survey  lists  31  states  that  have  schools 
training  nurse  practitioners  and  awarding  certificates  for  the  advanced 
training. 

The  federal  government  provides  grants  for  training  nurse  practition- 
ers (Nurse  Training  Act  of  1975,  PL  94-63)  and  physicians  assistants 
(National  Health  Manpower  Act  of  1976,  PL  94-484). 

Backup  Physicians 

Unless  the  state  medical  society  is  unalterably  opposed  to  the  use  of 
physician  extenders,  it  is  probable  a  state  can  devise  a  procedure  to 
allow  physicians  to  participate  in  a  program  that  chiefly  relies  on  off- 
site  physician  extenders.  North  Carolina  relies  on  standing  orders  or  a 
protocol  between  physician  and  assistant  that  is  reviewed  annually  by 
the  Board  of  Medical  Examiners.  Besides  this  regulatory  approach  the 
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most  common  one  is  through  the  delegatory  powers  of  the  physician. 
In  the  highly  structured  approach  of  North  Carolina,  a  particular  physi- 
cian and  a  particular  assistant  are  linked  throughout  the  training  and 
the  health  center  setting.  Obviously,  it  is  possible  that  in  other  states 
the  physician  extender  can  be  tied  to  a  hospital  generally  or  that  the 
physician's  relationship  to  the  health  center  can  be  less  formal  but  his 
visits  and  review  of  records  no  less  frequent. 

The  program  is  made  more  transferable  because  of  the  existence  of 
the  National  Health  Corps  program.  Some  question  the  "staying  pow- 
er" of  these  doctors,  but  their  usefulness  and  strengths  should  certainly 
be  considered.  In  North  Carolina  the  payments  for  physician  services 
are  negotiated  between  the  center's  board  of  directors  and  the  M.D. 
Usually,  the  result  is  a  fixed  salary  and  an  additional  fee  based  on  the 
number  of  hours  the  physician  is  involved  at  the  center.  While  the 
North  Carolina  procedure  permits  maximum  flexibility,  it  has  some- 
times resulted  in  a  rather  heavy  financial  burden  for  some  of  the  clinics 
relative  to  their  potential  revenues. 

In  sum,  the  conditions  that  characterize  the  backup  physician's  rela- 
tionship to  the  rural  health  center  may  take  several  different  forms. 
None  should  preclude  good  health  care,  therefore,  a  state  must  give 
ample  consideration  to  what  method  will  extend  medical  care  to  the 
largest  number  of  its  citizens  at  a  cost  that  can  be  paid. 

Administering  Drugs 

This  is  not  an  absolute  requirement  for  developing  a  rural  health 
center  program  and  there  are  states  with  RHCs  that  do  not  permit  the 
physician  extender  to  prescribe  drugs.  Nevertheless,  the  North  Carolina 
officials  believe  that  the  reasons  for  authorizing  physicians  assistants 
and  nurse  practitioners  to  prescribe  drugs  are  more  compelling  than  the 
arguments  against  it.  The  act  passed  by  the  North  Carolina  General 
Assembly  is  appropriate  for  many  jurisdictions.  (Reference  is  made  to 
page  thirteen). 

National  Trends 

Federal  action  is  occurring  that  might  affect  rural  health  center  pro- 
grams. Proposals  deal  with  Medicare  reimbursement,  health  planning, 
health  manpower,  and  nationalized  health  insurance. 

The  most  immediately  important  is  H.R.2504,  S.708,  which,  if 
passed,  would  permit  Medicare  to  reimburse  rural  health  clinics  for 
services.  At  present,  the  lack. of  an  on-site  physician  precludes,  reim- 
bursement for  Medicare  patients.  These  bills  currently  are  under  consid- 
eration in  Congress.  President  Jimmy  Carter  has  set  aside  $25  million  in 
the  FY  1978  supplemental  budget  to  allow  the  Social  Security  Admin- 
istration to  make  such  payments  to  RHC  providers. 

Health  planning  under  PL  93-641  is  still  not  completely  resolved  and 
only  a  few  of  the  health  system  agencies  are  operational.  However, 
many  experts  think  that  because  of  their  composition,  health  system 
agencies  will  emphasize  development  of  health  care  in  urban  areas.  If 
this  is  the  case,  then  states  may  need  to  offset  this  imbalance  with 
programs  designed  specifically  for  rural  areas.  Another  ^planning  and 
review  mechanism  is  mandated  by  Section  1122  of  PL  92-603.  How- 
ever, "1122  review"  applies  only  to  capital  expenditures  exceeding 
$150,000  which  means  that  RHCs  of  the  type  being  developed  by  the 
Office  of  Regional  Health  Services  in  North  Carolina  would  not  come 
under  the  law.  Another  factor  which  should  be  considered  by  most 
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states  is  the  review  requirement  under  a  certificate  of  need  law.* 

One  of  the  most  recent  federal  laws  in  the  health  field  is  PL  94-484, 
the  Health  Professions  Education  Assistance  Act  of  1976.  That  act 
authorizes  almost  $2.7  billion  for  health  professions  education  over  the 
next  four  years.  Among  other  goals,  it  should  increase  the  numbers  of 
physicians  providing  primary  care  in  rural  settings  by  extending  benefits 
to  individual  physicians  and  area  health  education  centers.  Thus,  the  act 
should  increase  the  probability  of  obtaining  a  physician  at  rural  health 
centers.  Indeed,  combined  with  the  continuing  expansion  in  the  num- 
ber of  physician  extenders,  the  result  could  be  an  ample  supply  of 
primary  care  manpower. 

Implementation  Suggestions 

It  is  apparent  there  are  several  alternatives  for  increasing  prirhary 
health  care  in  rural  areas  and  including  the  central  ideas  of  establishing 
a  health  facility  and  expanding  or  extending  the  capability  of  the  exist- 
ing health  manpower.  For  a  state  to  pursue  an  approach  like  North 
Carolina's,  wherein  the  State  is  an  active  partner  in  developing  and  con- 
tinuing to  assist  the  rural  health  center,  the  suggestions  below  should  be 
helpful.  It  will  be  obvious  that  there  is  an  interdependence  among 
them. 

—Assuming  that  maldistribution  of  medical  care  is  a  problem  in  the 
state,  analyze  the  characteristics  of  the  potential  "market"  and  deter- 
mine whether  or  not  fiscal  self-sufficiency  is  likely  and,  therefore,  a 
goal  that  should  be  pursued. 

-Having  determined  who  the  customers  will  be,  consider  what  agen- 
cy in  state  government  shall  administer  the  program.  Such  an  analysis 
will  necessarily  consider  the  public  health  service— its  traditional  role, 
its  ability  or  desire  to  provide  primary  care,  whether  or  not  it  is  county 
operated,  and  its  constituents.  North  Carolina  had  a  large  Human  Re- 
sources Agency,  and  was  able  to  plug  the  new  program  into  a  human 
services  network. 

—Explore  reimbursement  by  third  party  payors  for  services.  Will 
private  insurance  carriers  reimburse  physician  extenders  for  any  of  the 
services  and  who  will  bill  them  for  the  services?  What  will  Medicare  and 
Medicaid  reimburse?  What  about  the  medically  indigent;  how  will  reim- 
bursement be  provided  for  services  to  these  families? 

-If  federal  funding  is  to  be  accepted  or  encouraged,  the  restrictions 
on  this  funding  must  be  thoroughly  understood.  Is  it  matching  money? 
For  what  purpose  can  it  be  used— construction  and  operating  expenses? 
Are  there  limitations  on  the  number  of  years  of  federal  participation? 
Does  the  federal  money  come  in  the  form  of  a  grant  or  a  performance 
contract?  May  the  recipient  be  either  the  center  (or  community  board) 
or  the  state  administrative  unit? 

-The  nature  of  the  community  role  must  be  thoroughly  understood 
and  the  structure  and  financing  of  the  center  should  reflect  that.  role. 
The  state  level  office  must  recruit  competent  community  organizers 
who  are  knowledgeable  about  the  business  of  health. 

—Address  the  question  of  allowing  drugs  to  be  administered  by  the 
physician  extender.  This  may  also  require  changes  in  laws  pertaining  to 
who  may  store  what  quantities  of  which  drugs. 


*North  Carolina  does  not  have  a  "certificate  of  need"  law.  The  one  enacted  was  judged 
unconstitutional  by  the  North  Carolina  Supreme  Court  on  the  grounds  that  it  tended  to  reduce 
competition  and,  therefore,  support  monopoly  situations. 
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-The  state  should  develop  and  continue  refining  market  analysis 
methods.  Otherwise,  political  pressures  will  be  very  difficult  to  deny  for 
both  administrators  and  elected  officials. 

-At  the  outset,  the  state  legislature  and  administration  should  make 
known  their  intent  regarding  the  matter  of  self-sufficiency. 

—Considerable  thought  needs  to  be  given  to  the  rules  affecting  doc- 
tors and  physician  extenders'  methods  and  amounts  of  remuneration 
and  the  disparity  between  income  opportunities  in  urban  and  rural 
practices.  A  plan  should  also  be  devised  enabling  physician  extenders  to 
have  "substitutes"  so  that  they  can  take  vacations,  and  attend  confer- 
ences and  training  sessions  without  having  to  close  the  clinic.  On  a 
related  point,  facilities  and  procedures  should  be  established  that  per- 
mit continuing  education  for  rural  practitioners. 
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Appendix  A 
MONTHLY  REPORT  FORMS  OF  ORHS  SUBSIDIZED  RURAL  HEALTH  CENTERS 


Name  of  Center 
Address 


Date 


Office  of  Rural  Health  Services 
Monthly  Report  of  Operations 
Mail  by  10th  to: 
P.O.Box  12200 


1977  Raleigh,  North  Carolina  27605 


I. 

Center  Utilization: 

Total  Patient  Visits  for  Month  (1) 
New  Patients  Registered  (4) 


Days  Open  (2). 


Patients  Per  Day  (3) 


Total  Registered  to  Date  (5) 


Return  Visits 


II. 

Center  Income: 


Year-to-Date  (7) 


Total  Charges:       Month  (6) 

Accounts  Receivable,  Beginning  of  Month  Balance  (8)_ 
Accounts  Receivable,  End  of  this  Month  Balance  (9)  _ 
Payments  for  Month  (10)   


III. 

Expenditures 


Other  Income  for  Month  (1 1) 

Source  Amount 


Month 


Budgeted 


Year-To-Date 


Balance 


Personnel 

Physician  Coverage 

Facility  Costs 

Travel 

Communications 

Office  Consumables 

Medical  Consumables 

Insurance 

Accounting  Services 

External  Laboratory 

Miscellaneous 

Operating  Reserve 

Operating  Expenditures 

Operating  Collections 

Balance 
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APPENDIX  B 
STATES  AND  SCHOOLS  PROVIDING  PA  OR  NP  TRAINING 


State 


Alabama 

Alaska 

Arizona 

Arkansas 

California 


Indiana 

Iowa 

Kansas 

Kentucky 

Louisiana 

Maine 

Maryland 

Massachusetts 
Michigan 

Minnesota 


Mississippi 
Missouri 


Physician  Assistant  Training 

Yes 

No 

No 

University  of  Arkansas,  School  of  Medicine 

Charles  R.  Drew  Post  Grad.  Medical  School 
at  L.A.  &  Foothill  College  at  Stanford  Univ- 
ersity Hospital  -  Los  Altos  Hills 


Colorado 

University  of  Colorado  School  of  Medicine 

and  Nursing 

Connecticut 

No 

District  of  Columbia 

No 

Delaware 

— 

Florida 

Santa  Fe  Community  College  and  Universil 

of  Florida  College  of  Medicine 

Georgia 

— 

Hawaii 

— 

Idaho 

No 

Illinois 

No 

Indiana  University  School  of  Medicine 

University  of  Iowa 

Wichita  State  University 

University  of  Kentucky  College  of  Allied 
Health  Professions 

Only  nursing  schools  must  work  under 
supervision  of  M.D. 


University  of  Maryland  Schools  of  Medicine 
and  Nursing 

No 


Mayo  Clinic,  St.  Paul-Ramsey  Hospital 
Normandale  State  Junior  College,  St.  Cloud 
State  College,  University  of  Minnesota 
School  of  Nursing  and  School  of  Public 
Health,  Veterans  Administration  Hospital, 
Minneapolis. 

University  of  Mississippi  School  of  Medicine 

St.  Louis  University,  Medical  Center  for 
Federal  Prisoners,  Forest  Park  Community 
College,  University  of  Missouri  at  Kansas 
City,  Cardinal  Glennon  Hospital,  Washington 
University 


Family  Nurse  Practitioner  Training 

University  of  Alabama,  School  of  Nursing 

University  of  Arizona,  College  of  Nursing  &  Med. 

University  of  Arkansas,  School  of  Medicine 

University  of  California-School  of  Nursing,  School 
of  Medicine,  &  Center  for  Health  Sciences;  South 
California  Permanente  Medical  Group;  Loma  Linda 
University;  University  of  Southern  California 

University  of  Colorado  School  of  Nursing,  University 
of  Colorado  Medical  Center 

University  of  Conn.  School  of  Medicine  &  Nursing 

Georgetown  Univ.  &  Dept.  of  .Human  Resources 


Palm  Beach  Junior  College  School  of  Nursing 


Rush  Presbyterian/St.  Luke's  Med.  Center  and  Univ. 
of  Illinois  College  of  Nursing 

Regenstreif  Institute  for  Health  Care  &  Indiana  Univ. 
School  of  Nursing 

University  of  Iowa  College  of  Nursing  &  Medicine 
Frontier  Nursing  Service,  Inc. 


University  of  Maine  and  Medical  Care  Development, 

Inc. 

Johns  Hopkins  University  &  University  of  Maryland 
School  of  Nursing 

Northeastern  University  College  of  Nursing 

University  of  Michigan  School  of  Nursing  &  Child- 
ren's Hospital  of  Michigan 

University  of  Minnesota  School  of  Public  Health  and 
Mayo  Foundation  Health  Related  Science  Programs 


University  of  Mississippi  Medical  Center 

University  of  Missouri  School  of  Medicine,  St.  Louis 
University  School  of  Nursing  &  Allied  Health  Profes- 
sions and  the  Children's  Mercy  Hospital 


Source:   Arkansas  Legislative  Council,  Physician 's  Assistants,  October  4,  1973. 

Source:   American  Nurses  Association  and  U.S.  Bureau  of  Health  Resources  Development,  Preparing  Registered  Nurses  for  Expanded  Roles: 
A  Directory  of  Programs.  1973/74. 
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Montana 

Nebraska 

Nevada 

New  Hampshire 

New  Jersey 

New  Mexico 
New  York 


North  Carolina 

North  Dakota 

Ohio 

Oklahoma 

Oregon 
Pennsylvania 

Rhode  Island 
South  Carolina 
South  Dakota 
Tennessee 

Texas 

Utah 

Vermont 

Virginia 

Washington 
West  Virginia 
Wisconsin 

Wyoming 


No 
University  of  Nebraska  College  of  Medicine 

No 

Dartmouth  Medical  College 

Program  under  consideration  at  College  of 
Medicine  &  Dentistry  of  N.J. 


University  of  North  Carolina  at  Chapel  Hill, 
Duke  University  and  Bowman  Gray  School 
of  Medicine 

University  of  North  Dakota 


Cleveland  State  University  and  University 
of  Cincinnati 

Oklahoma  Health  Science  Center,  College  of 
Public  Health 

No 

Hahneman  Medical  College  &  Milton  S.  Her- 
shey  Medical  Center 


No 

University  of  Texas  Medical  Branch  at  Gal- 
veston, Baylor  College  of  Medicine,  V.  A. 
Hospital  at  Houston  and  University  of  Texas 

University  of  Utah  College  of  Medicine 

No 

University  of  Virginia 


University  of  Washington 


Not  formally,  one  medical  clinic  has  "for- 
mal" program  for  physician  assistant— Marsh- 
field  Clinic 

No 


Montana-State  University 


Seton  Hall  University  School  of  Nursing,  Rutgers 
College  of  Nursing 


Cornell  University  School  of  Nursing,  University  of 
Rochester  School  of  Nursing,  State  University  of 
New  York  College  of  Health  Related  Professions, 
Bronx  Municipal  Hospital  Center,  and  Martin  Luther 
King  Health  Center 

University  of  North  Carolina  School  of  Nursing 


University  of  North  Dakota  Department  of  Commun- 
ity Medicine 

Case  Western  Reserve  University  and  Good  Samaritan 
Hospital 


St.  Christopher's  Hospital  for  Children  &  University 
of  Pittsburgh 


Charles  County  Health  Department 

Vanderbilt  University,  University  of  Tennessee 
College  of  Nursing  and  Meharry  Medical  College 

University  of  Texas  Southwestern  Medical  School 


Virginia  Commonwealth  University  School  of  Nursing 
and  University  of  Virginia  School  of  Medicine  and 
Nursing 


West  Virginia  University  Medical  Center 
University  of  Wisconsin  —  Ext. 
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APPENDIX  C 

Statement  of  the  American  Medical  Association  before  the 

Subcommittee  on  Rural  Development 

Committee  on  Agriculture  and  Forestry 

United  States  Senate 

March  29,  1977 

Re:  S.708  —  Amendments  to  the  Social  Security  Act  to  allow 
reimbursement  for  rural  health  clinic  services. 

"The  AMA  has  been  at  the  forefront  in  supporting  the  utilization  of 
physicians'  assistants  and  early  recognized  their  special  utility  in  medi- 
cal care  shortage  areas,  including  rural  areas.  In  the  past  we  have  point- 
ed out  the  need  to  support  salutary  legislation  recognizing  the  role  of 
the  physician's  assistant  in  serving  to  "extend"  the  services  of  a  physi- 
cian into  shortage  areas. 

"To  this  end  we  support  legislation  under  which  Medicare  would 
recognize  reimbursement  to  the  physician  for  services  performed  by 
him  through  his  supervised  assistant  and  would  recognize  reimburse- 
ment whether  the  assistant  performs  services  at  or  away  from  the  physi- 
cian's office.  We  believe  that  this  would  encourage  wider  use  of  the 
assistant  and  give  proper  recognition  to  the  essential  nature  of  the 
assistant,  which  is  to  extend  the  physician's  services.  Such  provision  of 
service  can  be  of  proper  quality  when  the  assistant  has  received  suffi- 
cient formal  training  from  appropriately  accredited  training  programs, 
meets  any  State  requirements  for  provision  of  services,  and  remains 
subject  to,  and  answerable  to,  the  supervision  of  a  physician.  The  latter 
qualification  makes  clear  the  proper,  critically  essential  role  of  the  su- 
pervising physician,  which  is  to  assure  that  his  assistant  is  properly 
trained  and  supervised  and  that  the  physician  responsible  for  the  assis- 
tant's actions  must  remain  answerable  to,  and  take  responsibility  for 
the  proper  treatment  of,  the  patient.  Failure  to  retain  such  a  relation- 
ship would  be  detrimental  to  quality  patient  care  in  the  long  run. 

"While  an  assistant  can  be  especially  advantageous  in  shortage  areas 
in  which  no  physician  is  located,  caution  must  be  taken  to  assure  that 
the  care  provided  by  the  assistant  is  quality  care.  In  a  rush  to  provide 
some  care  to  an  area  which  may  otherwise  have  little  or  no  care  it 
would  be  easy  to  brush  aside  proper  safeguards.  We  must  preserve  for 
all  patients— including  those  in  rural  areas— a  high  standard  of  care." 
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The  Council  of  State  Governments 

The  Council  is  a  joint  agency  of  all  the  state  governments — 
created,  supported,  and  directed  by  them.  It  conducts 
research  on  state  programs  and  problems;  maintains  an 
information  service  available  to  state  agencies,  officials, 
and  legislators;  issues  a  variety  of  publications;  assists  in 
state-federal  liaison;  promotes  regional  and  state-local 
cooperation;  and  provides  staff  for  affiliated 
organizations. 


Headquarters  Office 

Iron  Works  Pike 

Lexington,  Kentucky  40511 

(606)  252-2291 

Eastern  Office 

1500  Broadway,  18th  Floor 

New  York,  New  York  10036 

(212)  221-3630 

Midwestern  Office 

203  North  Wabash  Avenue 

Chicago,  Illinois  60601 

(312)  236-4011 

Southern  Office 

3384  Peachtree  Road,  N.E. 

Atlanta,  Georgia  30326 

(404)266-1271 

Western  Office 

85  Post  Street 

San  Francisco,  California  94104 

(415)986-3760 

Washington  Office 

Hall  of  the  States,  444  North  Capitol  Street 

Washington,  D.C.  20001 

(202)  624-5450 
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